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Reorganizing to prevent and control 


The official title of the project from which 
the materials of this report are derived— 
The Prevention and Control of Disordered 
Behavior in San Mateo, California—may 
seem ambitious to some readers. Indeed 
it iss Knowledge of the mechanisms and 
motivations activating the behavior of the 
human personality, and of the etiology and 
epidemiology of social misbehavior is still 
meager, albeit steadily increasing. Services 
designed to deal with social pathology 
about which the community is compelled 
to be concerned are conducted under many 
different auspices, dealing separately with 
many different episodes and symptoms. To 
presume that in three short years, any com- 
munity anywhere could take command of 
such diverse symptomatology and efforts, 
point them toward this ideal goal, and 
reach full achievement would indeed be 
ambitious fantasy. 

Nonetheless, by 1953, five years of focused 
and articulated research, plus fifteen prior 
years of experience in dealing with prob- 
lems of community programing, organiza- 
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tion and administration, had convinced the 
designers of this project that the time had 
come to make a beginning. Only by grasp- 





Bradley Buell is executive director of Community 
Research Associates, Inc., which planned and con- 
ducted the experiment in community planning and 
organization reported in this paper. Paul T. Beisser 
is associate director for adjustment services, with 
supervisory responsibility for the project. John M. 
Wedemeyer was the project’s resident director. 
Other members of the project staff included Robert 
S. Booth, Family Center director; Madeleine O’Cal- 
laghan and James R. Boorman, case work con- 
sultants, and Kathren McKinney, research analyst. 
Allen F. Olinger, M.D., acted as consulting psychi- 
atrist and Andrew Mikita as consulting psycholo- 
gist. Specially assigned case workers were Mrs. Ruth 
Fuhrman and Eugene Kelly, welfare department; 
Mrs. Mary Miles and Robert McMillan, probation 
department, and Mrs. Mary Engstrom, county 
school department. 


The project was sponsored by the Citizens Advisory 
Board, County Board of Supervisors, and County 
Council of Social Agencies, all of San Mateo, Calif., 
and financed by the Rosenberg Foundation, Grant 
Foundation and San Mateo County Board of Super- 
visors. 
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ing the nettle of a positively avowed goal 
and subjecting preliminary objectives, con- 
cepts and methods to vigorous laboratory 
experimentation did it seem possible to dis- 
cover whether prevention and control in 
this disturbed area of community life might 
be possible, and if so what it would take 
ultimately to achieve it. Thus, this con- 
viction had emerged out of a background 
sufficient to contribute preliminary concepts 
of both objectives and methods, and the 
project was initiated January 1, 1954 in 
San Mateo County, Calif. 


BACKGROUND 


In 1947, with financing from The Grant 
Foundation, Community Research Associ- 
ates, Inc. undertook a major research proj- 
ect, the assembling of materials for a com- 
prehensive exposition of the problems 


involved in achieving better planning of 
community welfare, health and recreational 
programs. An important segment of the 
source material came from an extensive 
statistical study conducted in cooperation 
with the Greater St. Paul Community Chest 
and Council—an examination of all cases 
under care during November 1948 by the 
108 agencies serving that community. 

The results of this work were published 
in 1952.1 Among many findings were two 
fundamental conclusions: 


@ First, with one exception, community 
services were not organized to control or 
prevent the basic community problems with 
which they were dealing. Rather than be- 
ing directed to problem-solving, the com- 
mon orientation was the provision of 
needed service, which, though laudable in 





1 Bradley Buell and associates, Community Planning 
for Human Services, New York, Columbia University 
Press, 1952. 
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itself, constituted an open-end objective. 
Moreover, the need for service was sepa- 
rately interpreted by each agency and each 
administrator. The public health program 
for the prevention and control of com- 
municable disease and reduction of the 
hazards of maternity and infancy was the 
notable exception. 


@ Second, these problems, and therefore 
the services relating to them, were highly 
concentrated and overlapping in a quite 
small group of seriously disorganized mulkti- 
problem families. In St. Paul this group— 
only 6% of all families in the community— 
accounted for by far the largest portion of 
the service provided by all major adminis- 
trative units. 

Against the background of these findings, 
The Grant Foundation, later joined by the 
Louis W. and Maud Hill Family Founda- 
tion of St. Paul and the Rosenberg Founda- 
tion of San Francisco, provided funds to 
conduct a series of related projects designed 
to create, invent and test concepts, policies 
and procedures requisite to the beginning 
development of community plans for the 
prevention and control of the principal 
psychosocial disorders. 

As the overall design took form, three 
projects were to be experimental each in 
a different community; each focused on one 
of three major problems. Because the St. 
Paul study had sharpened concepts regard- 
ing the key role of the family in both 
etiology and therapy, a fourth project was 
designed to produce data for a basic treatise 
on family diagnosis and treatment of psy- 
chosocial disorders. 

By 1954 the three local experiments were 
under way. In Winona County, Minn. the 
project was focused on the problem of 
dependency. (In 1956 this was expanded 
into three counties, under joint sponsor- 
ship with the State Department of Public 





Welfare.) In Washington County (Hagers- 
town), Md. the focus was on indigent dis- 
ability. The San Mateo County, Calif. 
project was primarily concerned with dis- 
ordered behavior. Basic case materials for 
the concurrent family study were obtained 
not only from the seven cooperating private 
family service agencies ? but also from these 
three CRA experiments. 

Each of the three projects was organized 
with the joint sponsorship of key commu- 
nity groups, including a citizen board, serv- 
ing as advisers to the project. Each project 
plan was based on a survey of the county’s 
problems and services. Full reports? of 


the surveys, including the basic design of 
the plan, were published and approved by 
the key sponsoring bodies. 


SAN MATEO COUNTY 
AND ITS PEOPLE 


Located in the dramatic great Bay Area, 
San Mateo County stretches south down the 
peninsula from the San Francisco line to 
Palo Alto and the Stanford University 
campus. On the west is the Pacific Ocean; 
on the east the bay, cloven in the middle 
by the rugged peninsula range. Old fishing 
villages of Half Moon Bay and Pescadero, 
some remaining cow country and redwood 
timberland on the western side are swept 
constantly by the chill winds of the blue 
Pacific. ‘To the east, in more protected 
country nestling between the mountain 
foothills and the bay, one finds the modern, 
thriving, colorful metropolitan-suburban 
county of San Mateo. 

It is a prosperous and rapidly growing 
county, essentially middle-class and native 
white. The median family income of $4,467 
is well above the $3,067 median for the 
U.S. The foreign-born and non-white seg- 
ments amount to 10.3% and 2.3% respec- 
tively of the county population. The total 
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population, 307,000 in 1954 when this 
project started, had grown to 370,000 when 
it ended. 

The 5-man elected Board of Supervisors, 
the governing body of the county, is among 
the few in California (or in the U. S.) to 
employ a professionally trained county 
manager to assist in the administration of 
its affairs. Annual health, welfare and recre- 
ational expenditures total over $15,000,000, 
well above the average of those U. S. coun- 
ties for which data are available. By any 
comparable standards the principal agencies 
are well manned and administered; initially 
it was professional leadership from this 
group which brought the project to San 
Mateo. Uniquely, in our experience, the 
larger public agencies are housed at the 
Health and Welfare “Campus,” a square 
block centrally located in San Mateo City. 
Here one finds a modern health and welfare 
administration building, a community hos- 
pital and outpatient department, a child 
guidance and adult psychiatric clinic and 
a temporary receiving home for children. 

This report can do no less than pay high 
tribute to the professional and lay leaders 
in all administrative and staff echelons, 
whose cooperation and participation made 
possible the practical operation of this 
project. A testimony to the quality of that 





2 Brooklyn Bureau of Social Services and Children’s 
Aid Society, Brooklyn, N. Y.; Family Service of 
Cincinnati and Hamilton County, Ohio; Family and 
Children’s Service, St. Louis, Mo.; Family Service 
of St. Paul, Minn.; Family Service of Milwaukee, 
Wis.; Family and Children’s Bureau, Columbus, 
Ohio, and Family and Child Services, Washington, 
D. C. 


3 The Prevention and Control of Disordered Be- 
havior in San Mateo County, California (July 1954), 
The Prevention and Control of Indigent Disability 
in Washington County, Maryland (July 1954), The 
Prevention and Control of Dependency in Winona 
County, Minnesota (July 1953). 
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leadership may be found in the fact that 
the values accruing from the experiment 
are now to be maintained under local 
administrative and financial auspices. 


CONCEPTS 


The principal objectives and methods of 
the project have their foundation in six 
elemental and interrelated concepts. Taken 
together they express the philosophy of 
CRA’s basic approach to the problems of 
community planning. We shall identify 
and briefly articulate them. 


Psychosocial disorders. In every organized 
society, certain kinds of social behavior 
have been either disallowed as inimical to 
its cultural standards or disvalued as 
unsatisfactory expressions of its cultural 
objectives. In our generation of American 
culture these deviations from social norms 
usually and somewhat loosely have been 
referred to as social problems. In recent 
years, however, the more precise term, psy- 
chosocial disorders has come into profes- 
sional usage. As herein used, it means 
that: 


@ The problem of behavior arises because 
of the individual’s inability to cope suc- 
cessfully with the requirements of social 
living. 


@ It is behavior of concern to society, 
which in the majority of instances means 
to the community in which the person 
lives and to the agencies which act in the 
community’s behalf. 


@ Cause and cure relate not only to patho- 
logical processes which impair the function- 
ing of the individual personality or family, 
but equally to the circumstance with which 
the social failure is identified. 
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Disordered behavior. Inherent in the deci- 
sion to set this project toward a “preven- 
tive” goal was the necessity for also decid- 
ing, in satisfactorily measurable terms, what 
it was intended to prevent and control. 
“Disordered behavior” as used in this re- 
port means behavior which is either legally 
prohibited or generally disvalued by society 
and permitted only if in conformity with 
legally or officially prescribed restrictions. 
Although various categorical groupings 
were used in the course of the project, the 
simplest are these: 


@ Adult disorders (as indicated by major 
crimes, minor crimes and misdemeanors, 
voluntary admissions and commitments to 
mental institutions) 


@ Marital disorders or disfunctioning (as 
indicated by divorce, official separation or 
desertion, separation of children from their 
own home to agency care) 


@ Child disorders (as indicated by officially 
reported delinquency and truancy, non- 
economic school dropouts, commitments to 
mental institutions) 


Thus, in this classification, adult major 
and minor crimes, juvenile delinquency 
and truancy constitute symptomatic be- 
havior which is legally prohibited. Admis- 
sions to state mental institutions, divorce, 
official separation and desertion, separation 
of children for placement, and school drop- 
outs represent behavior which, although 
permitted, must be subject to the restric- 
tions or protections of legal or official pro- 
cedures indicative of the community’s belief 
that the presence of these conditions negates 
its cultural objectives for personal and so- 
cial living. 

Use of this definitive concept has certain 
positive community planning assets: 1) the 
data are a matter of public record; com- 
munity rates and other epidemiological 





data can be obtained; 2) families present- 
ing these symptoms of disordered behavior 
absorb 73% of the money spent for com- 
munity services having a social adjustment 
function; 3) evidence suggests that the most 
severe levels of pathology are found in these 
families. 


Control. An old concept adapted from the 
public health field, control entails a sys- 
tematic program for measuring the com- 
munity-wide spread, intensity and trend of 
a defined problem equally combined with 
systematic efforts to reduce or curtail it. 


Prevention. This concept is not borrowed 
from public health. Present knowledge 
about disordered behavior does not war- 
rant expectation that practical results can 
be obtained from attempts to prevent the 
onset of its symptomatology. Programs 
based on plausible generalities about what 
should prevent the onset of pathological 
behavior have produced no evidence of a 
measurable effect on the community-wide 
volume or severity of these disorders. Any 
practically designed preventive plan there- 
fore must be based in the first instance on 
preventive intervention after symptomatic 
behavior manifests itself, to stop or delay 
further deterioration, or on rehabilitative 
efforts, to raise the current level of social 
functioning. 


Integrated service. The fact that a sub- 
stantial proportion of the individuals and 
families with psychosocial disorders suffer 
from multiple physical and social impair- 
ments for which they receive special services 
from numerous agencies has been well docu- 
mented in prior CRA studies. Further evi- 
dence will be presented in this one. Also, 
the three terms now in use to indicate the 
level at which agencies may work together 
in the community may be described as 
follows: 
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@ Cooperation: The expression of general 
good will, intent, friendly relationships and 
willingness to serve on all community com- 
mittees is the rule, not the exception. 


@ Coordination: Firm agreements at the ad- 
ministrative level regarding the particular 
problems which particular agencies will 
handle or functions which they will per- 
form are not the rule. However, illustra- 
tive instances of such agreements are not 
uncommon. 


@ Integration: The actual pooling of spe- 
cialized service to achieve a common diag- 
nosis and unified treatment plan for a par- 
ticular family is almost never implemented. 


During the San Mateo project, the co- 
operative intent of all concerned was excel- 
lent. Agreement to overall policies at the 
administrative level necessary to coordinate 
project with agency operations was gen- 
erously given. The main difficulties en- 
countered were with truly integrating and 
implementing particular services in par- 
ticular cases at the working level. In many ~ 
instances, these demanded fundamental 
changes in philosophy, policy and tradition. 


The family role. The last and most im- 
portant concept is the belief that all data 
should be structured from a family base 
and that a family diagnosis is a prerequisite 
to the treatment of all psychosocial disor- 
ders. Amplification and documentation of 
this thesis will be contained in a compre- 
hensive work to be published in 1959.4 
Suffice it to say that all knowledge of the 
sequence of the biological:and psychological 
processes of personality formation through 
which socialization is achieved by the child 
points to the dominant role played by the 





4 Family Diagnosis and Treatment of Psychosocial 
Disorders, manuscript in process for publication. 
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mother, father and other members of the 
family in the formative years of infancy, 
childhood and adolescent youth. This in 
itself has etiological implications sufficient 
to compel the application of this concept to 
this project. 


OBJECTIVES 


The objectives of the San Mateo project 
may be stated simply as follows: 


@ To identify and isolate the problem of 
disordered behavior in the county; to secure 
epidemiological data about it. 


@ To apply concepts inherent in a family 
approach to the analysis of all data and to 
the therapeutic processes essential to pre- 
ventive intervention and_ rehabilitative 
effort. 


@ To apply the concept of integration in 
the planning and execution of these thera- 
peutic processes. 


@ To create, invent and test new methods 
and tools essential to the application of 
these concepts. 


@ To evaluate the results within the frame 
of reference of community planning. 


BASIC METHOD 


In brief summary, for the purposes of this 
introduction, operational methodology was 
of two main kinds: 


Statistical reporting. In the initial planning 
study the 72 agencies providing welfare, 





5 Adult Probation; Juvenile Probation; California 
Youth Authority; Catholic Social Service; Office of 
the County Clerk; County School Superintendent; 
State Department of Corrections; State Department 
of Mental Hygiene; County Welfare Department 
(aid to needy children and child welfare services); 
District Attorney’s Office. 
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health and adjustment service to San Mateo 
County reported on a detailed schedule the 
problems presented by, and services ren- 
dered to, all families in their loads during 
January 1954. Beginning with that month, 
the ten agencies® dealing with disordered 
behavior used a modification of this sched- 
ule to report each month all new cases 
accepted. The problem and service classi- 
fications of the schedule were adapted from 
the Family Unit Report System used in 
the St. Paul study of 1948. 


Intensive diagnostic workup and treatment 
planning for a small group of multi- 
problem, seriously disorganized families. 
Of the 231 families selected for diagnostic 
and treatment processing during the project 
period, 201 were recidivist families. 

It should be made clear that this was not 
a clinical operation. Initially, diagnostic 
data about these families were confined to 
information already available in agency 
records. Diagnoses and treatment plans 
were subsequently formulated by a special 
project unit, the Family Center. These 
were then transmitted and interpreted to 
the agencies handling the case, and re- 
sponsibility for carrying out the treatment 
plans remained with those agencies. The 
purpose of this part of the experiment was 
not to set up new therapeutic services in 
the community but rather to devise and 
test new methods for better use of those 
already available. In the later stages, shifts 
were made which gave the project more 
control over the treatment process. This 
did not, however, approach a completely 
controlled and integrated clinical setting, 
and was not intended to do so. 

The project staff consisted of a director; 
a statistician; a director of the Family 
Center, an experienced casework adminis- 
trator; initially 3, and later 7, well-qualified 





caseworkers; a consultant psychiatrist, and 
a consultant psychologist. 

With this description of the sponsorship, 
concepts and objectives of the project, we 
now turn to analysis of findings and experi- 
ences which relate to epidemiological fac- 
tors, pathological factors, preventive and re- 
habilitative potentialities, issues of method 
and structure, the San Mateo solution and 
the San Mateo plan. 


EPIDEMIOLOGICAL FACTORS 


Two extremely effective road blocks have 
confronted previous efforts to fashion a sys- 
tematic way of building up scientific data 
about the community’s total problem of 
seriously disordered or maladjusted be- 
havior—the symptomatology, prevalence 


and incidence; the pattern of their concen- 
tration and the patterns of other essential 


characteristics relevant to what is being 
done, or what might be done more effec- 
tively, about their prevention and control. 

The first arises from the fact that during 
the long history of effort to protect the 
social values from the behavioral disorders 
already alluded to, almost all segments of 
the community’s services have been organ- 
ized essentially to deal with the symptoms 
of behavior rather than with the patho- 
logical processes which give rise to them. 
The mental hospital program rooted in 
medical concepts and knowledge perhaps 
more nearly approaches an exception. The 
consequent inability to differentiate be- 
tween the issues involved in identifying 
symptoms and in treating pathological con- 
ditions has long been, and still is, a perva- 
sive source of confusion. 

Grouping such apparently diverse be- 
havior as divorce, crime, mental illness or 
separation of children from their own 
homes, as these project materials do, is a 
step toward resolving the confusion. These 
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are administrative classifications, deter- 
mined solely by the kind of symptomatic 
behavior traditionally assigned to a par- 
ticular administrative program. In reality 
they have a common base, since all are 
clearly symptomatic of pathological be- 
havior which society—that is, the organized 
community—officially designates as not be- 
ing conducive to the maintenance of its 
social standards. However, to have any 
practical use for the purposes of commu- 
nity programing, more precise symptomatic 
regrouping for diagnostic and treatment 
purposes, although desirable and essential, 
must relate to this traditionally fixed ad- 
ministrative base. 

The second obstacle comes from the fact 
that the only consistently available data 
must be obtained from records regularly 
kept by many different agencies for their 
own separate administrative and program 
purposes. Their records are not devised 
primarily to tell the community what it 
needs to know about the common problem 
of disordered behavior. 

The procedures of this project at least 
partially surmounted these two obstacles. 
While the resulting data indisputably have 
limitations, they tell us a good deal not 
heretofore known about the form and shape 
of the total community problem of disor- 
dered behavior. 


COMMUNITY RATES 


The confusion between symptomatology 
and pathology, and the diversity and dis- 
parity of agency records, in the past have 
seemed to impose insuperable obstructions 
to the establishment of community rates, 
for either the totality of disordered be- 
havior or most of its principal symptomatic 
segments. Yet this is prerequisite to the 
development of any program for preven- 
tion and control, for it makes it possible 
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to acquire knowledge about such epidemio- 
logical characteristics as volume, spread, 
distribution and intensity. 

The simple fall or rise of rates does not 
give a precise test of the effectiveness of a 
program, but does provide the factual back- 
ground against which a test must be devised. 
However, the ultimate interest of the citi- 
zens of a community, it hardly need be 
pointed out, is not primarily in program 
methodology but in whether their prob- 
lems are getting better or worse. The rate, 
and its fluctuation within the community, 
also is a constant stimulus to inquiry and 
research; comparative rates of other com- 
munities are even more so. For example, 
during the month of the three initial plan- 
ning studies, the prevalence rates of dis- 
ordered behavior per 1,000 families were 
27 in San Mateo County, 26 in Winona 
County, 46 in Washington County. 

Part of the higher rate in Washington 
County can be accounted for by differences 
in legal and administrative procedures that 
can be identified and discounted, but part 
is undoubtedly owing to factors in commu- 
nity pathology. Our own studies were not 
of sufficient depth to do more than provide 
clues; obviously these and other clues like 
them must be the focus for further research 
if community planning is to achieve a scien- 
tific base. 


PREVALENCE AND INCIDENCE 


The above rates raise a debatable question: 
Is prevalence or incidence of greater epi- 
demiological significance to this problem? 
Prevalence rates generally have greater sig- 
nificance in indicating chronic conditions 
where the duration is long and the annual 


accretion relatively small. Incidence rates 
usually are more significant for acute con- 
ditions lasting for short periods. 

If one judges by the way administrative 
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agencies handle their cases and keep their 
records, the problem of disordered behavior 
presents a mixture of acute and chronic 
conditions. Commitments to mental hos- 
pitals and correctional institutions, together 
with the placement of children either in 
institutions or foster homes, reflect care over 
fairly long periods. Over a third of San 
Mateo’s annual prevalence is accounted for 
by such cases. In institutions the indi- 
vidual is controlled and supervised; he is 
not free to produce further episodes. In 
contrast, those involved in minor crimes, 
misdemeanors, truancy, juvenile delin- 
quency and divorce are treated episodically 
—either dealt with immediately or put in 
detention or on probation for relatively 
short periods. Family incidence of such 
behavior constitutes about three-fourths of 
San Mateo’s annual workload; obviously 
there is overlapping between these two pro- 
portions. The evidence suggests, however, 
that many of these episodes actually reflect 
a chronic condition. In 1956 two-thirds of 
the “new” cases coming to the juvenile divi- 
sion of the Probation Department were 
from families dealt with in prior years. 
Similarly, a quarter of the families known 
because of minor crimes, misdemeanors and 
divorces had been previously known to of- 
ficial community agencies. 

In Table 1, which shows annual incidence 
and prevalence rates of disordered behavior 
in 1956, one finds the basis not only for 
determining the total number of families 
with disordered behavior with whom the 
agencies worked during a 12-month period, 
but also for determining the relative 
amounts of care given to the various 
problems. 

A special value of both rates is that they 
dramatize the large volume of traffic in 
symptomatic behavior dealt with by the 
community’s adult judicial and protective 
system—divorces, official separations and 
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TABLE 1 


Annual incidence and annual prevalence of disordered behavior 
in San Mateo County, 1956 





ANNUAL RATES 


PER 1,000 FAMILIES PERCENTAGES 





BEHAVIOR CATEGORY INCIDENCE PREVALENCE INCIDENCE PREVALENCE 





Adult disorders 13.9 22.2 47.4 49.9 
*Major crimes 1.6 1.9 5.2 4.3 
*Minor crimes and misdemeanors 8.9 11.0 30.6 25.0 

Mental illness (institutionalized) 3.8 9.6 12.9 21.5 

Marital disorders ** 

Divorce, desertion, separation 9.8 12.8 33.6 28.9 
Separated children +7 $.5 5.9 7.8 

Child disorders 6.1 10.1 20.8 22.7 

*Youthful unsocial behavior 5.8 9.1 19.8 20.4 
Separated children 0.4 LJ 1.3 2.4 

* In correctional institutions (included 
in adult and child disorders) 2.0 4.0 6.7 9.0 
Adult 1.5 3.4 5.2 7.6 
Child 0.5 0.8 1.5 1.8 


All types of disordered behavior 29.3 100.0 100.0 





** Unduplicated count not available. 


behavior are now handled, these are the 
long-time or “continuing care” categories. 
Others are dealt with as episodes come to 
the attention of the community and its 
agencies. 

These apparent differentials between 
acute and chronic in community rates also 


desertions, and minor crimes and misde- 
meanors (which constitute the great bulk 
of the overall crime classification). These 
two categories account for 64% of the an- 
nual incidence of disordered behavior, 
54% of the annual prevalence. Generally 
speaking, communities have ignored com- 


pletely this large area of symptomatic be- 
havior in planning therapeutic services. 

We see also from this table that in three 
categories the annual prevalence rate (as 
indicative of the amount of care or service 
required) is very much higher than annual 
incidence (that is, frequency of occurrence). 
In the case of mental patients it is nearly 
three times higher; it is twice as high for 
those ‘in correctional care and also for sepa- 
rated children. As symptoms of disordered 


are reflected in the distribution of costs. 
The total expenditure in San Mateo in 1956 
on account of disordered behavior was 
$3,497,000 ($9.44 per capita of the popula- 
tion). Of this total amount 70.5% was 
accounted for by these three high-preva- 
lence categories: mental illness as indicated 
by institutional admissions (45.7%); those 
receiving care in correctional institutions 
(15.1%); and child placement (9.7%). 
Although the low-prevalence (but high- 
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incidence) categories account for only 
29.5% of the total cost, it should be pointed 
out that there may be long-range cost fac- 
tors to be examined. For example, various 
members of one family brought before 
adult or juvenile courts half a dozen times, 
and repeating this again and again in suc- 
ceeding years, may cost the community just 
as much or more than a traditionally-desig- 
nated chronic case committed for relatively 
long-term care. 

By the end of 1956, the cumulative inci- 
dences of disordered behavior had climbed 
to nearly 11,000 families (9% of the current 
family population). In other words, to the 
2,900 families identified in the initial 
prevalence study of January 1954 had been 
added an annual average of about 2,700 
families. Taken by itself this fact has little 
meaning, except perhaps eventually to give 
clues as to the proportion of the popula- 
tion likely to be “attacked” at some time 
by the “disease” of disordered behavior. 


But the necessity of maintaining this cumu- 


lative roster from which to devise annual 
rates provides a gold mine of information 
available for productive digging by imagin- 
ative researchers. To cite only one instance, 
in not too long it will be possible to answer 
the question from these rates: Is there a 
social inheritance of pathological behavior 
from one generation to another? and if so, 
to what degree? 


CHARACTERISTICS OF FAMILIES 
WITH DISORDERED BEHAVIOR 


Age. With one categorical exception, dis- 
ordered behavior is a pathological condi- 
tion of youth and middle age. The excep- 
tion is mental illness of a severity requiring 
institutional commitment. Among adult 
heads of families involved in all episodes 
of disordered behavior, 70% were under 
45 years of age. Commitments because of 


164 


mental illness account for only 11% of the 
annual incidence of disordered behavior 
among family heads; of these, fewer than 
half (47%) were under 45. Of family heads 
involved in all other adult disorders, 86% 
were under 45; of those in families having 
marital disorders, 85% were under 45. 

The heavy concentration, 76%, of adult 
disorders (exclusive of mental hospital com- 
mitments) is in the age brackets of 18 to 44. 
Most child disorders, 92%, are in the years 
between 12 and 17; of the children sepa- 
rated from their own homes, 43% are under 
10, 27% are 10 to 14, and 30% are 15 to 17. 
Most marital disorders, 69%, are concen- 
trated in the years between 25 and 44. 


Family structure. Disordered behavior is 
also a condition associated with family 
structure deviant from the normal. As can 
be seen in Table 2, there are more 1-person 
families, many more broken families with 
children, and fewer where both parents are 
in the home, in the disordered behavior 
load, than in the total San Mateo popula- 
tion. 

Some qualification of the data on family 
structure is necessary. Family information 
from mental hospitals, judicial and correc- 


TABLE 2 


Family structure comparison 





PERCENTAGES 





ALL DISORDERED 
SAN MATEO BEHAVIOR 


TYPE OF FAMILY FAMILIES FAMILIES 





1-person family 18.6 26.6 
Families with children 
Both parents 40.9 20.8 
Broken 4.1 
Other adult families 


Total 








tional authorities was sparse, or entirely ab- 
sent at the time of the original study. 
During the course of the project the State 
Department of Mental Hygiene made spe- 
cial efforts to obtain family identifying 
data, and this is now believed to be quite 
accurate. This was not possible with the 
judicial and correctional authorities; family 
data in much of their administrative re- 
cording are negligible and could not be sup- 
plemented within the resources of the 
project. To what extent the 1-person fami- 
lies in these categories actually have no 
family ties in San Mateo is still uncertain. 

character disorders. 


Mental illness vs. 


Obviously, knowledge about relative distri- 
bution among mental illness (psychoses, pre- 
psychotic or other severe conditions), men- 
tal deficiency and character disorders of the 
total disordered behavior load is of high 
importance from the standpoint of both 


pathology and planning. The schedule on 
which the agencies reported called for this 
information, but almost none had it except 
the mental health agencies. Practically 
speaking, this meant the state hospitals, 
since the two local psychiatric clinics have 
contact with no significant number of dis- 
ordered behavior families. 

The only firm fact yet available, there- 
fore, is that in the total annual prevalence 
load 24% are cases of mental illness and 
retardation severe enough to require ad- 
mission to the state institution. One other 
clue is available. The 231 families worked 
up by the Family Center were selected from 
those in the total load believed to reflect 
the most severe family pathology. Among 
these families, severe mental illness was 
found in 31%, either in the family heads 
or in the children. CRA’s general expe- 
rience, as well as that of others, would 
testify that character disorders considerably 
outweigh severe mental illness in the total 
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load, but even a shrewd guess as to the 
relative proportion is as yet impossible. 


Indigency. Indigency (that is, dependency 
and illness requiring subsidized community 
health services) is much more prevalent in 
disordered behavior families than in the 
total community—in 27% of disordered be- 
havior families, in 6% of all families in the 
community. On the other hand, disordered 
behavior is not predominantly derived from 
families of sub-marginal income status: 73% 
of the families involved were economically 
self-sufficient as compared with 27% who 
were dependent or medically indigent. The 
factor of indigency is considerably higher, 
however, among families with children— 
in 46% of disordered behavior families with 
children, in 5% of all families with chil- 
dren. 


Multi-problem concentration. In the in- 
itial study 40% of the community’s total 
cases of maladjustment were identified as 
multi-problem families, using the original 
definition of the 1948 St. Paul study (that 
is, families with some combination of the 
three major problems—dependency, ill 
health and maladjustment). The decision 
to concentrate on the precisely defined 
problem of disordered behavior helped 
clarify the fact that separate symptoms of 
maladjustment actually are dealt with as 
separate problems by separate agencies, and 
that these multiple concentrations were no 
less indicative of “multiplicity” than those 
including dependency or disability. 

With this base, 48% of the cases of dis- 
ordered behavior proved to be multi-prob- 
lem families. In a quarter of these the 
concentration was exclusively in the dis- 
ordered behavior categories; in the re- 
mainder it was combined with the other 
major problem categories—dependency and 
ill health. 
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CHARACTERISTICS OF 
THE COMMUNITY PROGRAM 


What is done about disordered behavior in 
San Mateo County presents a curious mix- 
ture of segmented state and local activity, 
along with some slight combinations of the 
two; of complete disregard for large blocks 
of cases by everyone except the police and 
the courts; and a great, but confused, 
anxiety about constructive service to other 
segments. The same would be true for any 
other county in the United States. 

The state’s primary concern in the area 
of disordered behavior is with mental ill- 
ness and mental deficiency, through its state 
hospitals; with a portion of adult crime, 
especially major crimes, through its adult 
correctional institutions; and with a very 
small part of juvenile delinquency through 
the Youth Authority. These responsibili- 
ties are discharged for 24% of the annual 
prevalence load, and because they all entail 
very expensive long-term care they repre- 
sent 50% of the annual cost. 

The county’s primary responsibility in 
this area is for all incidents of crime— 
especially minor crime and misdemeanors— 
which do not result in commitment to the 
state adult correctional institutions; for all 
child disorders, except the relatively small 
numbers of juvenile delinquents committed 
to the Youth Authority; for all separated 
children; and for adjudications concerning 
divorce, desertion and separations. This 
accounts for 76% of the families in the an- 
nual prevalence load and the remaining 


50% of the cost. 
The small overlap of state and local ac- 





6 During the later stages of the project, plans be- 
gan to take form to improve coordination of local 
psychiatric inpatient and outpatient services with 
the processes of admission to the state hospitals. 
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tivity is mainly in the administrative 
processing of cases for admission to the state 
hospitals, and in transferring and commit- 
ting of cases from local juvenile detention 
or probation to the State Youth Authority. 

In epidemiological analysis, however, the 
important question should be what thera- 
peutic service is now rendered with the in- 
tent either 1) to intervene to prevent fur- 
ther deterioration or 2) to rehabilitate to a 
higher level of social functioning. We be- 
lieve it fair to say that all of California’s 
state hospital and correctional services are 
now organized with a therapeutic purpose 
—that is, to “treat” the case to the best of 
their ability with the resources at their dis- 
posal. They are at the forefront of state 
services in these fields. With the excep- 
tion of juvenile cases transferred to the 
Youth Authority, however, there is no con- 
structive intervention at the local level with 
the intent to prevent the necessity for com- 
mitment. The processes of commitment to 
the state hospitals have been strictly rou- 
tine;® perhaps the commitment of crim- 
inals to the adult correctional authority is 
inevitably determined by the severity of the 
sentence. Rehabilitation has been a state 
goal, but only after symptomatic evidence 
of the severest types of pathological be- 
havior. 

In the county, it is fair to say that there 
is no therapeutic service for the large block 
of cases involving divorce, minor crimes and 
misdemeanors. There is humane and 
efficient law enforcement; but there is no 
therapy. On the other hand, beyond ques- 
tion the services of the probation depart- 
ment, the health and welfare department, 
the guidance division of the county school 
department and other community social 
agencies are therapeutic in their intent. 
The community supports these agencies be- 
cause it expects them to do something con- 





structive beyond enforcing legal penalties 
or procedures. 

Consequently, families in the total an- 
nual workload are served approximately as 
follows: 24% by state agencies with thera- 
peutic intent; 24% by local agencies with 
therapeutic intent; and 52% by local 
agencies with non-therapeutic intent. Of 
the families in the local workload alone, 
31% receive therapeutic service and the 
other 69% do not. 

Moreover, practically ali local service is 
rendered on account of the community’s 
anxiety about children. Its two main con- 
cerns have been with child disorders—de- 
linquency and truancy—and with children 
who must be separated from their homes 
and placed in institutions or foster homes. 

In the families of these children, to be 
sure, are found adults who have committed 
major or minor crimes and adults who have 
deserted, been divorced or separated. In 


the initial study of prevalence it was found 
that through these recipients of child care, 
local therapeutic service “seeped in” to 
19% of all families with adult and marital 
disorders; the remaining 81% received no 


therapeutic service. However, any service 
rendered to families with these adult prob- 
lems is primarily on account of their chil- 
dren. 

The reasons for community concern 
about children whose behavior or condition 
is falling below accepted social standards 
are obvious and need no elaboration or jus- 
tification. But such exclusive or near-exclu- 
sive therapeutic attention disregards a much 
larger segment of behavior unquestionably 
symptomatic of personal and family patho- 
logical conditions of real community con- 
cern, and distorts etiological perspective. 
Preventive intervention in child disorders 
and child placement can be successful only 
as it pushes back to a concern about the 
families from which these children come. 
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A FOCAL POINT 


This near-exclusive concentration of local 
therapeutic service on child problems also 
assumes new significance when related to 
the factor of recidivism. In this project, 
for the first time anywhere, opportunity 
was afforded to collect accurate data about 
the degree to which recidivism accounts not 
only for the total volume of disordered be- 
havior but also for the principal sympto- 
matic behavior toward which the commu- 
nity’s programs are directed. “Recidivism” 
as used here applies to the family, not the 
individual. It means simply that either the 
family as a unit or some member of it has 
come up for official action more than once 
during the period covered by the project 
data. 

During the three years of the project 
18.5% of all the disordered behavior fam- 
ilies (10,954) with which the community 
was concerned were repeaters. This repre- 
sents 1.7% of all families presently in the 
community. They accounted for 40% of 
all the instances requiring official action 
during the period of this research. In 
Table 3, annual prevalence refers to the 
total number of cases in agency workloads 
at any time during the year; annual inci- 
dence refers to the total number of episodes 
arising during the year. The table shows 
how significant recidivism is from either 
point of view. It also shows that recidivism 
is a much more important factor in some 
categories than in others. 

It is apparent that recidivism, whether 
measured by prevalence or incidence, occurs 
more often in the two categories concerned 
with children than in any of the others. 
The fact is that families with children ac- 
count for 78% of all recidivist families. By 
definition, they account for 100% of all re- 
cidivist families in the subcategories of 
“child disorder” and “separated children.” 
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TABLE 3 


Recidivism among disordered behavior categories 





BEHAVIOR CATEGORY 


PERCENT OF RECIDIVISM 





INCIDENCE 
IN 1956 


PREVALENCE 
IN 1956 


3-YEAR 
ROSTER 





Adult disorders 
Crime (major and minor) 
Mental illness (institutionalized) 


Marital disorders 
Adult 
Separated children 


Child disorders 
Delinquency, truancy, dropouts 
Mental illness (institutionalized) 


Total recidivist families 
Total number of families 


20.7 25.3 25.5 
21.3 25.9 23.5 
19.6 23.9 29.7 


19.4 30.8 19.7 
79.4 86.9 87.5 


43.8 62.7 69.8 
46.8 66.8 57.9 
20.8 24.2 27.8 


18.5 $2.8 26.8 
10,954 5,554 3,658 





Of the recidivist families in the “adult 
disorder” categories, 54% are families with 
children. 

These data make crystal clear that “re- 
peater” families are most highly concen- 
trated in the two categories in which local 
therapeutic service also is concentrated. 
They are responsible for 67% of the preva- 
lence and 58% of the incidence of child dis- 
orders, and for 87% of both the prevalence 
and incidence of separated children. 

From these facts, one might argue that it 
was a lucky accident which focused the 
community’s therapeutic attention on the 
very point where the symptoms of unsatis- 
factory social behavior most repeatedly 
erupt; or that there is less than convincing 
evidence of the therapeutic value of the 
community’s hard-won services. Such fruit- 
less arguments miss the real point: the high 
concentration of the total problem in re- 
cidivist families now gives a known and 
readily identifiable base from which to re- 
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focus community strategy, method and 
policy in order to put to better use the 
service already available to prevent and 
control a very substantial segment of the 
total problem. 

Thus, in overall perspective we begin to 
see some of the community-wide character- 
istics of disordered behavior with which a 
budding epidemiological science must more 
effectively come to grips. 

Annual incidence and prevalence rates 
of 29 and 44 per thousand families in the 
population measure, for the first time, the 
substantial importance of disordered be- 
havior to community planning. 

On the surface it reflects a mixture of 
acute and chronic conditions with their 
respective volume and cost apparently in 
reverse relation to each other. Many signs, 
however, indicate that much of the sympto- 
matically acute condition actually is chronic 
—and costly. 

Except for aging mental cases, disordered 





behavior is a problem of youth and middle 
age. Although indigency is an important 
factor, the problem is not predominantly 
one of indigency. Neither in its totality 
nor in its symptomatic segments can dis- 
ordered behavior stand in splendid isola- 
tion; multiple problems, multiple symp- 
toms and multiple services are present in 
more than half the cases. 

State services with a therapeutic intent 
are concerned primarily with adults, similar 
local services primarily with children. 
Taken together, they cover only 48% of 
the annual workload. 

A small group of recidivist families, 1.7% 
of the population, account for 40% of all 
behavioral episodes officially dealt with. 
They are heavily concentrated in child dis- 
orders and separated children—the two 
main points at which the community now 
provides its therapeutic efforts. These facts 
about recidivism now should serve as a focal 
point in reorienting and reorganizing for 
better operative goals. 


PATHOLOGICAL FACTORS 


Intensive work with a small number of 
cases by the staff team of the project’s 
Family Center was expected, among its 
several other purposes, to provide materials 
in greater depth about psychosocial patho- 
logical conditions in the multi-problem, or 
recidivist, families on which therapeutic 
services of the community now are so largely 
concentrated. In many respects this re- 
quired plowing new ground. The general 
characteristics of disorganized family life 
have been described by sociologists, anthro- 
pologists and other scientists as well as by 
social caseworkers themselves. But rarely, 
if ever, has family symptomatology been 
classified and analyzed with any precisely 
significant relationship to the processes of 
diagnosis and treatment. The logical an- 
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alysis developed in this and other CRA 
projects, while obviously leaving much to 
be desired, represents an attempt to deal 
with pathological symptoms at three levels 
of accelerating relevance to diagnosis and 
treatment: namely, official symptomatology, 
disfunctional symptomatology, diagnostic 
symptomatology. 


SELECTION AND 
GENERAL CHARACTERISTICS 


As originally planned, the Family Center 
cases were to be selected from seriously dis- 
organized families who reflected the severity 
of psychosocial pathological conditions re- 
sponsible for a substantial portion of the 
total problem. There were two reasons for 
this: First, comprehension of pathological 
conditions is most readily derived from 
their more severe manifestations. Second, 


practically speaking, this was the group on 


which the community was spending a large 
part of its service money. In practice, re. 
cidivism, by definition an indication of 
multiple and multiplying problems, ini- 
tially proved the easiest and we are now 
convinced the best characteristic by which 
to identify this group. 

Originally it was hoped that these cases 
could be generally representative of all 
categories in the disordered behavior load. 
This depended on obtaining the coopera- 
tion of state and local agencies in provid- 
ing case record material for the diagnostic 
workup and in implementing the formu- 
lated treatment plans. However, practical 
working plans with the state agencies did 
not eventuate, and for the large block of 
cases dealt with exclusively by the local 
courts and law enforcement agencies there 
simply were no casework records and no 
casework service. For these reasons the 
Family Center cases actually came from 
that part of the total load on which local 
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therapeutic services are focused. Child dis- 
orders (delinquency, truancy, school drop- 
outs), or “separated children” were present 
in all but 38 of the 231 families. 

Of the 231 families eventually worked up 
by the Center 201 were recidivist. Although 
not a perfect random sample of all recidi- 
vist families with children, they covered 
16% of all those where any episodes oc- 
curred in 1955 and 1956; and they covered 
22% and 25% respectively where episodes 
occurred in the categories of child disorders 
(juvenile delinquency, truancy, school 
dropouts) and separated children. 

The proportion of these families who 
were also indigent, 46%, was higher than 
in the total load; the other 54% presented 
disordered behavior problems only. Both 
parents were in the home in 67% of the 
families; the mother only in 29%; the father 
only in 2%; both were out of the home in 
2%. The heads of only 7 families were 
under 25 years of age; only 15 were over 55. 
The heaviest concentration, 113 or 49%, 


TABLE 4 


was in the 35 to 45-year age group. The 
average of 3.4 children per family is some- 
what larger than the average for the general 
population. 


OFFICIAL SYMPTOMATOLOGY 


The truest and easiest identification of 
symptomatology in these families is by 
means of the official categories by which 
disordered behavior is defined. Although 
these families were served primarily on 
account of their children, the families 
themselves presented problems from all the 
officially defined disordered behavior cate- 
gories—an important consideration in 
planned effective therapy. 

The heavily weighted multi-problem 
characteristics of the two psychosocial dis- 
orders involving children, toward which the 
local community now directs the main 
stream of its therapeutic effort, are ap- 
parent from Table 4. Delinquency was a 
problem in 162 of the 231 families; 66 fami- 


Problem distribution among 231 Family Center cases 





BEHAVIOR CATEGORY 


NUMBER PERCENT 





Child disorders 
Delinquency 
Truancy 
School dropouts (non-economic) 
Mental illness (institutionalized) 


Marital disorders 
Divorce, desertion, separation 
Separated children 


Adult disorders 
Adult misdemeanors 
Abuse, neglect, nonsupport, etc. 
Major and minor crimes 
Mental illness (institutionalized) 


168 
162 
24 
50 
8 


153 
72 
87 


43 
30 
23 
19 
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lies presented problems of truancy or school 
dropouts or both. But in only 22 (10%) 
of the families was delinquency the only 
problem, and in only 5 (2%) were the 
school disorders not combined with delin- 
quency. There were 87 families where chil- 
dren were separated from their own homes; 
in only 10 (4%) was this the only problem. 
These multiple characteristics explain the 
fact that 49% of the families were currently 
receiving service from four or more agency 
programs at the time of the Center’s diag- 
nosis—some from as many as 12. 

The chronic nature of these episodes is 
evidenced by the fact that 60% of the fami- 
lies in which delinquency was a problem 
had been known by some official agency at 
least two years before the Center’s diag- 
nosis, and 30% had been known five years 
or more. 

Perhaps the most significant deduction 
from the dispersion of all categorical dis- 
orders throughout these families is the im- 
pressive testimony given to the need for a 
family diagnosis and treatment plan, even 
though initial concern may be primarily 
with the children. 


DISFUNCTIONAL 
SYMPTOMATOLOGY 


More perceptive and of greater utility is a 
classification of symptomatology developed 
by the Family Center based on the way and 
degree to which these families were per- 
forming certain functions expected of them 
by society. Among such functions three 
were judged essential to successful social 
living: 


@ Marital functions: basic compatibility 
and helpful reciprocity between the male 
and female partners in all aspects of the 
sexual, domestic and social interpersonal re- 
lationships. 
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@ Child-rearing functions: the bearing and 
rearing of children in a relationship con- 
ducive to physical well-being, emotional de- 
velopment, socialization and education. 


@ Economic functions: the adequate pro- 
duction and management of income. 


Disfunctioning of course is the opposite 
of successful functioning. Inherent in this 
classification is the assumption that failure 
in any of these functions has a pathological 
or at least an unsatisfactory impact on not 
only the family as a whole but the behavior 
of the individual adults and especially the 
children. 

It was the judgment of the Center staff 
that in the 231 families substantial failure 
to perform these functions was present in 
the proportions shown in Table 5. 

In view of the community’s concentra- 
tion of therapeutic service on the problems 
of children, the outstanding fact is that in 
98% of these families there was parental 
failure in performing the child-rearing 
functions. Of no mean significance is the 
corollary fact that in a substantial portion, 
39%, the two parents did not get along 
with each other. In many instances their 
frustration, derived from dissatisfaction 
with their own sexual and personal rela- 
tionships, was “taken out” on the children. 
The smallest proportion of failures (25%) 


TABLE 5 


Family Center cases: 


family disfunctioning 





AREA OF DISFUNCTION NUMBER PERCENT 





Child-rearing 227 98 
Marital 91 39 
Economic 58 25 
One or more areas 100 








was in the economic functions of income 
production and management. 


Impairments. Correlated with these failures 
in family functioning were a series of im- 
pairments in the adult partners—in their 
moral and social standards, in the structure 
and setting of the family, and in their mari- 
tal history—which were believed to be re- 
lated to the etiology of their failures in 
functioning. 

Such impairments in the adult partners 
believed to correlate with family function- 
ing included: 1) serious physical disability, 
mental deficiency, psychotic or prepsychotic 
conditions; 2) a hostile, amoral attitude 
toward social laws and customs, and the 
encouraging or condoning of antisocial acts 
by the children or other members of the 
family. 

Structural impairments to family func- 
tioning included homes broken by divorce, 
desertion or separation and the two char- 
acteristics of plural marriages (when one or 
both partners had been married previously 
and when there were children of these 
previous marriages in the current home). 

These different types of corollary impair- 


TABLE 6 


Family Center cases: individual 


and family impairments 





TYPE OF IMPAIRMENT PERCENT 





Adult impairments 
Intrinsic (physical and mental) 
Social (negative toward authority) 
Family impairments 
Family composition 
Previous marriages 
Children of previous unions in home 
Total 
One or more listed impairments 
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ments were distributed through the 231 
families in the proportions shown in 
Table 6. 

Presumably serious mental conditions ap- 
pear as a contributing factor in 23% of 
the parents, although it was found among 
both adults and children in 29% of the 
families. Mental deficiency was present 
in only 3% of adults and 5% of the families. 
In relatively few of the cases was physical 
illness of a disabling nature. 

The Center staff believe, however, that 
two symptomatic impairments are of pri- 
mary significance in family disfunctioning. 

The first is the inability of parents to 
accept social standards as they are author- 
itatively expressed through established law 
and custom, their tendency to condone, 
often encourage, illegal unsocial behavior 
by other members of the family. 

The second is to be found in plural 
families—especially those where children 
of both the present and a previous mar- 
riage are in the home. In these families the 
husband must function as a father for his 
own children and as a stepfather to his 
wife’s children. The mother, on her part, 
not only has special feeling for her own 
children, but as stepmother to her husband’s 
children is faced with a new set of values, 
not only in relation to different sets of 
children but to her husband. The read- 
justment facing all family members under 
these complex circumstances could tax the 
best integrated personalities. Obviously, 
the best integrated adults seldom head 
these recidivist families. 

With this emphasis on the pathological 
significance of disfunctional symptomatol- 
ogy it is not surprising that the staff of the 
Family Center—representing the composite 
skills of social casework, psychiatry and 
psychology—agreed that “the parents of 
these children had grossly failed to realize 
their own capacity for social adjustment 





during the developmental sequence of their 
own childhood. As a result they frequently 
are so preoccupied with their own chronic 
personal problems and marital struggles 
that they are unable to offer their children 
the necessary minimum of attention and 
care; they do not function as parents in any 
real sense . . . interpersonal relationships 
had been severely disturbed over a long pe- 
riod; processes of observable disorganiza- 
tion within the family often was of long 
standing . . . their children in varying de- 
grees are seriously deprived and damaged 
emotionally and they become ill equipped 
to achieve a reasonably good personal ad- 
justment. Consequently these children 
tend to develop into adult persons whose 
potentiality for successful parenthood is 
severely limited.” 


DIAGNOSTIC 
SYMPTOMATOLOGY 


The thought that distinctive patterns of 
family behavior can be identified, that they 
recur over and over again in the cases 
which come to social agencies, is not new. 
Behind that thought is the hope that iden- 
tification of these patterns would mark a 
great step toward more precise diagnostic 
thinking and give clearer clues for etiologi- 
cal research. It was partially to try to 
identify these symptomatic groupings that 
the concurrent CRA research project re- 
ferred to earlier in this report was launched, 
to produce materials relevant to family 
diagnosis and treatment. 

In the later processing of these materials 
the concept of a basic norm of family be- 
havior began to take form and shape, from 
which there were believed to be pathologi- 
cally deviant family patterns. Each of these 
deviants is conceived to be identifiable by 
distinctive syndromes of reasonably precise 
symptoms of behavior. They also are be- 
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lieved to represent a continuum toward 
decreasing capacities to master the emo- 
tional and practical tasks of everyday living. 
These pathological types had emerged in a 
sufficiently clear diagnostic form toward the 
close of the San Mateo project to make 
possible a recasting of some but not all 
of the data used in analyzing the 231 cases. 

The four pathological family types may 
be characterized briefly as follows: 

Using Type 1 as the “normal” family, 
Type 2 is the anxiety-ridden family, beset 
primarily with internal emotional difficul- 
ties. They are often aware of their trouble 
and tend to seek help from the voluntary 
social agencies and mental health clinics. 
However, they do not tend to act out their 
emotional difficulties in behavior of which 
the community must take notice. Conse- 
quently, they rarely fall into the categories 
of disordered behavior with which this 
report is concerned. 

Type 3 is the socially ineffective and 
unstable family. Generally they mean to 
conform to society’s requirements but lack 
the capacity to do so. They are likely to 
follow a short-sighted “live it up” policy. 
They try to solve their difficulties by de- 
fault—by running away from them. Thus 
their behavior is not aggressively antisocial 
but takes the form, in adults, of desertion, 
non-support or neglect, and in children of 
running away, truancy, begging and similar 
delinquency. 

Type 4 is the parentally irresponsible 
family. In matters of support, income 
management and adult behavior they tend 
to be socially conforming and frequently 
quite effective. They do not break up their 
marriages, despite failure in their sexual re- 
lationships. In their overt behavior, what 
stands out sharply is their attitude toward 
their children and their way of bringing 
them up. This manifests itself in emotional 
exploitation of the children rather than 


173 





neglect, and reveals great disfunctioning in 
child-rearing. These are the parents who 
tend to blame the school for their children’s 
problems, which are manifested in truancy, 
dropouts, extreme aggression toward other 
children, sexually deviant behavior and 
stealing. 

Type 5 is the nonconforming, hostile 
family. These families have an aggressive 
disregard for the social codes and require- 
ments of the community. Marital relations 
often mean exploitation of the partner. In 
families where the father is the dominant 
personality he is likely to encourage and 
promote antisocial activity. Where the 
mother dominates there is often open defi- 
ance of law and school authority interven- 
tion. Adult behavior is characterized by 
exploitation of others, crimes such as em- 
bezzlement, grand larceny, burglary and 
incest. Among the children, stealing and 
sexual promiscuity are common. This is 
the type of family in which psychoses in 
parents and children are most frequently 
found. 

It should be said that the staff of the 
Family Center found no great difficulty in 
identifying these basic patterns among the 
231 families. They fall in the following 
proportions: 3% Type 2; 33% Type 3; 
32% Type 4; 29% Type 5. Of the 231 
families, 3% were not classified. 

Type 2 is so close to “normal” behavior 
that it did not stand out in any significant 
fashion among these seriously disorganized 
families, and was not expected to do so. 
Table 7 shows, in terms of the three main 
types of family disfunctioning developed by 
the San Mateo staff, the distribution among 
the three more severe pathological types. 

Although failure in child-rearing is seen 
to be a common symptom of all family 
pathology, this expresses itself in particu- 
lar and distinctive ways in each type which 
are not reflected by this table. Marital 
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TABLE 7 


Family Center cases: distribution of 
types of family disfunctioning 
among three pathological groups 





PERCENTAGES 





AREA OF 


DISFUNCTION TYPE 3 TYPE 4 TYPE 5 





Child-rearing 99 99 97 
Marital 46 24 51 
Economic 29 8 37 





disfunctioning appears somewhat less in 
Type 3 families than in those of Type 5, 
but there are further distinctive symptoma- 
tic expressions, again not reflected in this 
table. For example, it is characteristic of 
the Type 4 families that the parents do not 
overtly manifest their marital difficulties 
and that the marriages do not break up. 
Economic disfunctioning is greater in 
Type 5 families than in either of the other 
two severe pathological types. Type 4 fami- 
lies show comparatively less economic and 
marital disfunctioning; indeed a tendency 
toward disfunctioning exclusively in child- 
rearing is the distinctive characteristic of 
this class. 

In summary, each of these three ap- 
proaches to the classification of symptoma- 
tology has its own distinctive values. Taken 
together they indubitably portray a constel- 
lation of severe pathological processes at 
work in the personalities of the adult part- 
ners—in their interpersonal relationships, 
in the discharge of their responsibilities to- 
ward their children and in the newly 
forming child and adolescent personalities, 
who ultimately will become the parents of 
another generation. Thus the intensive 
diagnostic workups of the Family Center 
served the first purpose in portraying a pic- 
ture of pathological depth, complexity and 
distinguishable variety. 





In the remaining sections we turn to 
materials resulting from other purposes 
which the Family Center’s intensive work 
was designed to serve—as a laboratory to 
create and test methods for: 


@ Classifying cases by rehabilitative poten- 
tiality and related levels of treatment. 


@ Systematizing more effectively the basic 
therapeutic processes of family diagnosis, 
treatment formulation and execution, prog- 
nosis and evaluation. 


@ Coming to grips with problems of inte- 
grating services. 


POTENTIALITIES 


This picture of pathological complexity 
and severity gives a dim view of the poten- 
tiality for preventing further depreciation 
of the community’s cultural standards and 
values by these 231 families. 

In the light of experience, however, mem- 
bers of the staff of the Family Center con- 
cluded with a brighter outlook: “The final 
psychosocial evaluation revealed more po- 
tentialities for constructive service than 
might otherwise be thought to exist. With 
the most difficult family situation it can- 
not be expected that marked internal 
change can be achieved. Nethertheless, it 
is possible to work with even these families 
in such a way that the impact on the com- 
munity is modified.” 


CRITERIA 


A major undertaking of the intensive case- 
work activities of the project was the 
attempt to devise a means for precisely 
measuring those possibilities. Operationally, 
this effort was concentrated at two points: 
at the time of initial diagnosis the Family 
Center staff made a prognosis or prediction 
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as to whether the cases could “improve,” 
“not change,” or “deteriorate.” At the 
conclusion of the project each case was 
evaluated to determine what actually had 
happened. 

The crux of the matter, of course, was 
the development of precise criteria that 
could be used uniformly as a basis for both 
prognosis and evaluation. It cannot be 
said that the results were wholly satisfac- 
tory. Nevertheless, two sets of criteria did 
begin to cut through the complex issues 
involved in evaluating behavioral change 
in relation to movement toward defined 
goals—heretofore a morass of personal pre- 
dilections and conjecture. 

Obviously, the underlying base from 
which improvement or deterioration in 
these recidivist families must be measured 
is whether or not they produce more or 
less disordered behavior. This is subject 
to objective measurement, not personal 
judgment; to reduce such behavior is the 
reason the community provides money to 
its agencies for therapeutic services. 


Episodes. Therefore, establishing a first 
set of criteria for measuring change in these 
families, the project staff decided to use 
one episode by one person in any cate- 
gory as a statistical unit for episodic criteria. 
If at the time of diagnosis three members 
of the family were involved in three epi- 
sodes in any of the categories and at evalua- 
tion only two members had been involved 
in two episodes in the interim period, the 
situation had improved. In reverse, if four 
members had been involved in four epi- 
sodes, the situation had deteriorated. If 
the same number appeared at evaluation, 
there had been no change. 

Although the reduction of incidence and 
prevalence is an ultimate goal, exclusive 
use of these criteria as a means of measur- 
ing progress or the lack of it had certain 
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limitations when applied in this project. 
The project was of relatively brief dura- 
tion: 15% of the cases were known six 
months or less; 31% six to twelve months; 
54% twelve months to 18 months. While 
episodes of delinquency in the same family 
may occur quite frequently, children sepa- 
rated from their own homes are likely to 
remain in foster homes or institutions for 
fairly long periods. Episodes within the 
latter category and others involving more 
chronic family conditions were much less 
likely to be repeated during the project 
period. Again, while a delinquent child on 
probation for six or twelve months is free in 
the community and actually may commit 
further delinquencies, these frequently are 
not officially reported. Unfortunately, also, 
a project covering such a short period can 
throw relatively little light on the “fre- 
quency cycles” of recidivist episodes; on 
ways in which the life cycle affects the repet- 
itive impact of recidivist behavior; on recid- 
ivist “weighting” which should be given to 
cases under long-term and episodic care. 
Criteria developed in the project mark only 
the beginning steps of what inevitably 
always is a long road toward the precise re- 
finement of objectives, indices and devices. 


Diagnostic Judgment. Therefore, a second 


set of strictly diagnostic criteria were de- 
vised. These were based on the presence 


TABLE 8 


of the main factors believed to have the 
greatest etiological significance in connec- 
tion with symptomatic behavior: family dis- 
functioning in the child-rearing, marital 
and economic areas; adult physical and 
mental impairments; plural marriages; neg- 
ative social attitudes. A separate judgment 
was made about each factor and their sev- 
eral subclassifications. The key result, how- 
ever, was a net assessment (that is, a diag- 
nostic judgment regarding improvement, 
lack of change or deterioration in the total 
family situation). This net assessment was 
first made as a prognosis and, at the end, 
as an evaluation. At both points heaviest 
weighting among the several factors was 
given to the performance of the marital 
and child-rearing function. 


CHANGE AT EVALUATION 


Despite the discrepancies in the two criteria 
(see Table 8), each gives impressive con- 
firmation to the Family Center staff’s gen- 
eral conclusion that there were “more po- 
tentialities in these families than might 
otherwise be thought to exist.” However, 
as we shall see, in a special group amount- 
ing to about a fourth of the 231 cases the 
whole therapeutic process was conducted 
under the relatively most favorable cir- 
cumstances; these show a 59% improvement 
based on diagnostic judgment, in contrast 


Family Center cases: changes at evaluation 





IMPROVEMENT 


NO CHANGE DETERIORATION 





CRITERIA NUMBER PERCENT 


NUMBER PERCENT NUMBER PERCENT 





Episodes 146 63 
Diagnostic judgment 76 33 


60 26 25 11 
131 56 24 11 
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to the 33% average for the whole, which is 
nearly equal to the improvement indicated 
by the episodic criteria. 

Improvement in severely pathological 
types of families referred to in the pre- 
ceding section were evaluated in the fol- 
lowing proportions, confirming the belief 
that these types reflect pathological levels 
of increasing severity: according to diag- 
nostic judgment, 41% of the Type 3 fami- 
lies improved; 33% of the Type 4 families, 
19% of the Type 5 families. 

Two further factors illuminate the con- 
servatism of the staff's conclusion. These 
evaluative data relate to family members 
whose behavior already had become a 
matter for official community action. The 
first accrues from the fact that systematic 
family diagnosis identifies other members 
who although not yet in official trouble are 
likely to become so. This affords a telling 
opportunity for precisely focused preventive 
intervention which is not reflected by the 
evaluative data in Table 8. 

In the 231 families there were 423 adult 
family heads and 796 children under 18. 
During the project 572, or 47%, of these 
family members were involved in disordered 
behavior episodes. But it was the diagnos- 
tic judgment of the staff that an additional 
181 were likely to become involved—a 32% 


TABLE 9 

Estimated additional future involve- 
ment in disordered behavior 

among Family Center cases 





INCREASE 
FAMILY 


MEMBERS 





NUMBER PERCENTAGE 





Adults 53 22 
Children 39 
Total. 181 $2 
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increase. Table 9 shows the number of 
adults and children in this group. 

Further, it will be remembered that 
slightly more than half of the 231 families 
were involved only in disordered behavior; 
slightly less than half were also indigent. 
In the former group, 30% more of the 
adults and 29% more of the children were 
believed headed for trouble; in the latter 
group, 17% more of the adults and 49% 
more of the children were believed likely 
to become involved in disordered behavior 
episodes. 

Most of these indigent families were re- 
ceiving aid to dependent children through 
the welfare department. While there are 
fewer adults in these ADC families (by 
definition, one parent must be missing or 
disabled), this relative concentration of po- 
tential delinquencies, truancies and school 
dropouts in this single administrative unit 
has obvious implications for preventive 
planning. 

The second factor giving a conservative 
tinge to the staff's conclusion regarding 
potentialities for improvement lies in the 
degree to which the treatment plans con- 
ceived by the Center were carried out. All 
prognoses assumed that the treatment pro- 
posed would be effected. Initially, as indi- 
cated, it was expected that they would be 
carried out by the agency with chief re- 
sponsibility for the case. In practice this 
did not happen. The Center staff, no less 
than the agency staff, were confronted with 
new problems of adjustment in learning to 
perform their respective roles in the func- 
tion of integrating services. Standard loads 
of 75 cases per worker, fixed policies re- 
garding episodic case closings, and many 
other factors made necessary a shift in 
project operation early in 1956. With an 


‘ appropriation from the Board of Supervi- 


sors, matched by additional funds from the 
Rosenberg Foundation, three new case- 
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workers were employed and attached to 
the three agencies dealing with the bulk of 
the community caseload. These and two 
other workers supplied by the agencies were 
assigned exclusively to project cases with 
clear understandings regarding smaller 
caseloads and flexible policies. 

Of the 231 Family Center cases, 150, 
designated as A cases, were processed in 
accordance with the project’s original 
policy; the other 81, designated as B cases, 
were carried by the five assigned workers. 
By agreement, treatment plans were under- 
taken in all 81 B cases, although fully 
executed in only 49. Of the 150 A cases, 
however, treatment plans were undertaken 
in only 35%, fully executed in only 6%, 
partially executed in 29%. Thus in 65% 


of the A cases, the treatment received pre- 
sumably was not influenced by the Family 
Center’s diagnosis, but given in terms of 


the usual and traditional practices of the 
agency. In other words, these evidences 
of rehabilitative potentialities were pres- 
ent, despite the fact that a full head of 
treatment steam was directed toward only 
57% of the total 231 families. 


PROGNOSTIC ACCURACY 


From an administrative standpoint, prog- 
nosis or prediction holds the key to a more 
efficient use of staff resources. It should 
identify cases with the best potentialities 
for improvement, indicate the levels of case- 
work skill and of any specialized resources 
needed to achieve these potentialities, and 
furnish a basis for selective assignment to 
workers with skills and capacities best 
matched with the needs in each case. Ob- 
viously, however, prognosis offers such a 
key only if it can be achieved with rea- 
sonable accuracy. 

In the total of 231 families, the case-by- 
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TABLE 10 


Accuracy and error in prognosis 
for A and B cases 





PERCENT 
WRONG 


PERCENT 


CRITERIA ACCURATE 





150 A cases 
Episodes 37 
Diagnostic judgment 79 
81 B cases 
Episodes 69 31 
Diagnostic judgment 62 38 





case matching of prognosis with evaluation 
shows that, using episodic criteria as a 
basis, 65% were accurately predicted, 35% 
incorrectly predicted. The reverse was 
true—35% perfect, 65% incorrect—when 
diagnostic judgment was used as the cri- 
teria. Again, however, prognostic results 
in the 81 B cases were much more accurate 
than in the A cases, when the judgmental 
criteria were used (see Table 10). 

Among a variety of explanations that 
may be offered for the difference in degree 
of accuracy of diagnostic judgment between 
the two groups, two may be noted: Prog- 
noses in the A cases were based on data in 
the agency records (that is, on the kind of 
data which the agencies normally have at 
their disposal). In the B cases the worker 
had direct contact with the family, could 
get all desired data and analyze them in 
terms of first-hand knowledge of the per- 
sonalities involved. Second, most of the A 
cases were diagnosed and prognosed in the 
earlier stages of the project when the Cen- 
ter staff itself was learning to understand 
the concepts and processes involved. Most 
B cases, on the other hand, were prognosed 
at a later stage when the staff as a whole 
had more experience behind it. 
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Structural treatment objectives recommended 


for 231 Family Center cases 





STRUCTURAL OBJECTIVES 


PERCENT 





Maintenance or reestablishment of family 


Emancipation of one or more children from family influence 


One child 
Two children 


62 
20 
18 

2 


Dissolution (permanent removal of children from parental influence) 15 


Standby services, ameliorative (dissolution or emancipation desirable 


but not at present feasible) 


Total families 





TYPES OF TREATMENT 
RECOMMENDED AND PROVIDED 


Against the diagnostic perspective of path- 
ological conditions in these families, it can 
well be understood that discussion of treat- 
ment plans in the Center’s staff conferences 
usually focused on the issue of whether to 
maintain or break up the family; if the 
latter, the question was to what extent and 
degree. Involved in this issue were realistic 
questions about the types of specialized 
skills and services needed both to accom- 
plish this structural objective and to treat 
pathological factors identified in the family 
as a whole and in the individual members. 


TABLE 12 


Structural Objectives. Four different levels 
of structural objectives were defined and 
recommended for the 231 cases, as shown 
in Table 11. 

This essentially registers a “structural de- 
cision” which caseworkers, judges, and 
others long have been making, more often 
on an administrative “off the cuff” basis 
than on a diagnostic and prognostic basis. 
Here, however, these decisions were sys- 
tematically recorded and related to diag- 
nosed pathology and to ultimate outcome. 

The diagnostic quality of these decisions 
is indicated by the fact that the declining 
sequence of opportunities afforded to keep 


Distribution of structural treatment objectives 
recommended for three pathological groups of families 





PERCENTAGE OF TOTAL IN EACH TYPE OF FAMILY 





TYPE OF FAMILY MAINTENANCE 


EMANCIPATION DISSOLUTION STANDBY 





Type 3 72 
Type 4 61 
Type 5 46 


17 7 4 
$1 8 ‘in 
13 33 8 








the family wholly or partially intact follows 
closely the increasing sequence of pathologi- 
cal severity reflected by the three family 
types, as shown in Table 12. 

In Type 5, the hardened, aggressively 
antisocial, often amoral family, complete 
and permanent removal of children from 
all family influences was recommended 
more often than in the others, as offering 
the only possible hope that the children 
may be brought up to travel a different 
road from that taken by their parents. 
Clearly, in these families the more quickly 
this is done, the better. 

In Type 4 families the marriage itself 
seldom dissolves and the parents are usually 
economically self-sufficient and often well- 
regarded socially. But they make their 
children suffer for frustrations in their 
own sexual and interpersonal interrelation- 


ships. Here then, the most frequent solu- 


tion—especially for older children already 
involved in disordered behavior—is their 
emancipation by temporary or quasi- per- 
manent removal, but without completely 
severing ties and contacts with the family 


home. These families too, it should be 
remembered, require the maximum of ther- 
apeutic skill in dealing with problems of 
interpersonal relationships. These parents 
do not wish to give up their children be- 
cause of the social stigma involved. Great 
skill blended with the use of authority is 
required to bring about any redirection of 
parent-child behavior. 

Although dissolution of the family per se 
often is all that can be done with Type 5 
families, friendly, very practical helpful 
support usually is most needed by Type 3 
families, in which the parents lack initia- 
tive and are the “leaners” of this world. 
Support, help and guidance enable them 
to perform their basic family functions, at 
least at a minimum level. 
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Therapeutic Service. Decisions affecting 
the structure of the family were made, of 
course, in connection with recommenda- 
tions regarding therapeutic services. 

The definitions behind most of the sev- 
eral classifications of Table 13 are generally 
obvious. However, no very precise criteria 
were developed by which to establish the 
presence or absence of therapeutic case- 
work. The basic concept was of a quality 
of casework skill derived from formal pro- 
fessional training, in-service training, expe- 
rience and competence to deal effectively 
with problems of interpersonal behavior 
and interpersonal relationships. It ex- 
cluded casework competency limited to en- 
vironmental manipulation. The classifica- 
tions of “authoritative supervision” and 
“authoritative care” apply to probation and 
correctional services. 

As perhaps might be expected, casework 
service was recommended in nearly all 
cases; the exceptions were 6 cases in which 
only authoritative supervision or care were 
recommended. Authoritative supervision 
came next in frequency of recommenda- 
tion, a recognition of the realistic fact that 
in a very high proportion of these families 
one or more individuals had engaged in 
illegal activity. Financial aid, psychiatric 
service and medical service were found to 
be needed in a fourth to a third of all the 
families. 


SOCIAL CASEWORK’S 
SIGNIFICANT ROLE 


The significant fact, however, is that in 220 
out of the 231 families casework service 
was bracketed with one or more of the 
other types of specialized services or re- 
sources. In the project operation, it became 
increasingly clear that success or failure in 
achieving integration of services (that is, 
acceptance and implementation of a com- 





TABLE 13 


Therapeutic services recommended for 231 Family Center cases 
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PERCENTAGE FOR WHICH EACH SERVICE WAS RECOMMENDED 





CATEGORY OF SERVICE TOTAL 


A CASES B CASES 





Casework 97.4 
Only 2.2 
With supervision and care 92.6 
With psychiatric $2.0 
With medicine 24.7 


Authoritative supervision 68.0 


Authoritative care 29.9 
Foster home 16.0 
Institutional 16.9 


Financial aid 31.6 


Child care 4.8 
Foster home 4.8 
Institutional _ 


Psychiatric service 
Outpatient 
Hospital 
Residential 
Correctional institution 


Medical service 
Outpatient 
Nursing home — 
Hospital 2.6 
Public health nursing 3.0 


Other specialized services 8.2 


Total cases 231 


97.3 97.5 
0.7 4.9 
94.0 90.1 
$2.7 30.9 
20.7 $2.1 


78.0 49.4 





mon diagnosis and integrated treatment 
plan by all agencies involved in the case) 
rested in the last analysis with the social 
caseworker to whom the case had been 
assigned. 

In historical perspective, the role of 
mustering, focusing and coordinating the 
special resource services needed by a par- 


ticular family is not new to the casework 
profession. But this role is not now per- 
formed in relation to the totality of the 
family’s problem; rather, it is limited to 
securing particular services conceived neces- 
sary to the defined function of the agency 
for whom the caseworker happens to be 
working. There is no uniformity in re- 
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cording and evaluating these processes as 
between agencies; indeed, seldom are they 
systematically recorded, analyzed and eval- 
uated within the agency. 

In the later years of its development the 
casework profession itself has tended to 
undervalue the process of obtaining and 
integrating special service resources de- 
signed to meet concrete needs and to disso- 
ciate it from processes presumed to influ- 
ence the behavior of the client. Casework 
skill, however, rests on the ability to help 
the client meet the specific needs seemingly 
confronting him, with a perceptiveness that 
not only will improve his ability to utilize 
the resources necessary to this end but influ- 
ence his general capacity for sustained social 
functioning. Thus, a considered conclu- 
sion of this project is that community plan- 
ning for prevention and control depends in 
no small measure not only on the systemati- 
zation of this basic integrating role but also 
on raising it to the level of community- 
oriented goals and procedures. 

In the later stages of the project, as 
already related, caseworkers handling the B 
cases were doing so at a level of community 
responsibility accepted by the cooperating 
agencies. They were using systematic pro- 
cedures evolved by the project. It is of 
interest, therefore, to compare their service 
recommendations with those of the A group. 
Both recommended casework in almost all 
instances; although the number is small, 
casework only was recommended for over 
twice as many B cases as A. Much less 
authoritative supervision and care were 
recommended for the B families, however; 
this was strikingly true for the two most 
expensive types of authoritative care—fos- 
ter home and institutional. On the other 
hand, B cases were deemed to need con- 
siderably more financial aid and medical 
service. 

There is great uniformity in the recom- 
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mendations regarding psychiatric service. 
These recommendations, however, are 
heavily weighted by a need for psychiatric 
service in connection with residential treat- 
ment. In the overall count, psychiatric 
treatment was recommended for 62 cases; 
25 of these, or 40%, were in connection 
with residential treatment. Care for chil- 
dren away from their own home was rec- 
ommended in 81 instances; again, about 
25% were for residential treatment with 
psychiatric service. 

Table 14 at least suggests that both time 
and skill are required to find certain types 
of specialized service, to persuade the client 
to use them, and to implement their inte- 
gration in a common plan. Because of 
the way in which the A and B cases were 
staffed, recommended casework service was 
implemented in a relatively small propor- 
tion of the former but in practically all of 
the latter. ‘There are, however, signifi- 
cant similarities and differences in the im- 
plementation of other specialized services 
and resources. In several of the service 
classifications the number of cases was so 
small, especially among the B cases, as to 
have no value for comparative purposes, 
and these have been omitted from the table. 

In general, services that are relatively 
easy either to make available or to per- 
suade the family to use were implemented 
about equally in the two sets of cases— 
notably financial aid and hospitalization. 
There was considerably less activity di- 
rected toward getting the families under 
authoritative supervision in the A group, 
despite the fact that this involves episodes 
presumed to require legal and official ac- 
tion. Success was notably greater among 
the B cases in getting families to use psy- 
chiatric outpatient service; the same was 
true in a lesser but still striking degree in 
connection with medical outpatient services. 
Recommendations for residential treatment 
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Provision of recommended service to 231 Family Center cases 





PERCENTAGE OF RECOMMENDED SERVICE ACTUALLY PROVIDED 





CATEGORY OF SERVICE 


ALL FAMILIES 


CASE GROUP 
A B 





Casework 
Authoritative supervision 
Financial aid 


Psychiatric service 
Outpatient 
Hospital (inpatient) 
Residential 


Medical care 
Outpatient 
Hospital (inpatient) 


Other specialized services 


48.9 24.0 94.9 
80.9 75.2 97.5 
97.3 100.0 95.1 


22.9 9.7 
64.3 62.5 
none 


45.5 100.0 
100.0 75.0 


21.1 18.8 25.0 





accompanied by psychiatric service could 
not be carried out because none is available 
in San Mateo County. 


SERVICE AND OUTCOME 


It should be clearly understood that it has 
not been the purpose of this or any of the 
other CRA projects to test the effectiveness 
per se, of casework or any other kind of 
specialized service utilized by the commu- 
nity in its efforts to deal with psychosocial 
disorders. The primary purpose has been 
to devise means for better supporting and 
utilizing these professional skills. Any sci- 
entific effort to sharpen, refine and test 
them against case outcome, we are con- 
vinced, must be especially designed for that 
purpose and carried out in a well-controlled 
and integrated clinical setting, which this 
was not. 

Nevertheless, by the accident of opera- 
tional necessities, the project does have two 


sets of data about cases where treatment 
was largely carried out in the terms recom- 
mended by the Center, and those where it 
was not. There was a sharp distinction 
between the treatment service given A and 
that given B cases. All of the latter were 
treated by well-trained caseworkers carry- 
ing small caseloads and working under 
more direct supervision by the Center. 
Nearly all of the B cases received more 
casework service, in accordance with the 
recommended plan. They also received con- 
siderably less authoritative supervision and 
substantially more financial aid, psychiatric 
and medical service. Differences in out- 
come by the two sets of criteria are shown 
in Table 15. 

Obviously the two sets of criteria are in 
disagreement at numerous points. On the 
one hand, it is quite clear that the Center 
staff found a consistent relationship among 
their net assessment of factors requiring 
change, the actual provision of services as 
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TABLE 15 


Comparison of change 


by two sets of criteria, 


231 Family Center cases 





PERCENT OF 
EACH CASE GROUP 





TYPE OF CHANGE A B 





Improved 
Episodes 
Judgmental 

No change 
Episodes 
Judgmental 

Deteriorated 
Episodes 
Judgmental 

Total cases 





they recommended it and their judgment 
at outcome. The B cases, where generally 
their recommendations were carried out, 
showed on the final diagnostic appraisal 
to have achieved a relatively high rate of 
improvement and a relatively low rate of 
deterioration. Conversely, the A _ cases, 
where service generally was not provided as 
planned, show a much lower rate of im- 
provement and a higher rate both of deteri- 
oration and no change. 

The episodic criteria also testify to high 
rates of improvement in the B cases—even 
higher than that indicated by the staff's 
diagnostic judgment. On the other hand, 
in reducing their actual involvement in 
disordered behavior episodes the A cases 
did not do badly either, although not quite 
so well as the fully serviced B cases. It 
follows logically that reviewed from the 
standpoint of repetitive episodes, the A 
families did considerably better in holding 
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their own, and somewhat better in ward- 
ing off deterioration, than was true when 
their progress, or lack of it, was diagnosti- 
cally appraised. 5 

In summary, it is clear from these com- 
parisons that the project was not designed 
to test the effectiveness of treatment, and 
its data cannot be used for this purpose. 
But the data do, with some effectiveness, 
illuminate two points: 


@ First, they show the need for further 
research and active experimentation to de- 
vise more precise criteria by which to 
measure objectively “improvement,” “no 
change” or “deterioration” in each family 
as it affects the community burden of dis- 
ordered behavior, whether based on recidiv- 
ism, length of care, cost or some combina- 
tion of these indices. 


@ Second, they show the need for more pre- 
cise guides which will tell community plan- 
ners and administrators under what diag- 
nosed circumstances it is profitable to pro- 
vide in a particular family intensive high- 
quality casework and psychiatric skills. 

Finally, it should be equally clear that 
this brief pursuit of the so far illusory 
relationship between therapy and outcome 
should not obscure or confuse the firm 
conclusion of the project that: 


@ There are real potentialities for improve- 
ment in the condition of these deeply path- 
ological recidivist families—more than the 
project staff originally anticipated. 


@ The use of systematic processes for fam- 
ily diagnosis, prognosis, establishment of 
treatment goals, and integrated provision 
of precisely defined services and ultimate 
evaluation constitute the heretofore miss- 
ing means of identifying, classifying and 
using appropriate service to achieve these 
potentialities. 





@ Social casework is the central ingredient 
essential to the implementation of these 
processes. 


We now turn to a close inspection of 
the processes themselves, as developed by 
the project, and the problems involved in 
their application on a community-wide 
scale. 


PROCEDURAL AND 
STRUCTURAL ISSUES 


San Mateo has made firm plans for the 
permanent application of the philosophy, 
concepts and methods developed in the 
project. Its Board of Supervisors has taken 
the steps necessary to administer and finance 
the plan. The Rosenberg Foundation has 
given an additional grant to help bridge 
the transitional gap. CRA will assume a 
consultive role, with initial responsibility 
for a training program designed to induct 
all personnel concerned with the plan into 
its actual operation. 

In taking these steps San Mateo has 
dealt in a practical way with the two main 
issues facing any community which wishes 
to shift the focus of its current service 
operation toward prevention and control. 
The first embraces issues of procedure. The 
second involves structuring these proce- 
dures through the intricate complex of the 
community’s present agency organization, 
personnel and service policies. Of these, 
the first has prior importance. To think 
otherwise is to put the cart before the 
horse. 


PROCEDURES 


The basic processes developed in this and 
other CRA projects are neither foolproof 
nor easily adaptable to any agency or com- 
munity wishing to use them. But although 
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they need further sharpening on the grind- 
stone of daily use and adaptation, both in 
concept and detail, to different settings and 
different circumstances, they are no longer 
completely experimental. The basic con- 
cepts have stood up and the specific tools 
are now usable if accompanied by careful 
training and close supervision of the people 
who are going to use them. These pro- 
cedures as developed and used in this proj- 
ect are of two main types, which may be 
briefly described as follows: 


Reporting. Systematic and uniform report- 
ing by all agencies dealing with cases in- 
volving the problem as defined constitutes 
the wholly essential underpinning for any 
community program for prevention and 
control. It is equally essential that the re- 
porting design be solidly embedded in the 
concept of the family as the unit in which 
all problems present themselves and to 
which all services are related. With any- 
thing less than a complete reporting system 
built on these concepts, the community will 
be attempting to deal with a problem whose 
proportions and interrelationships are un- 
known, unrecognized and misconceived. 

As indicated earlier, in the initial plan- 
ning study the 72 state and local agencies 
providing health, welfare or adjustment 
service to San Mateo County reported facts 
about all cases in their caseload during 
January 1954 on a uniform schedule de- 
signed for this purpose. From that point 
on the 10 agencies dealing with disordered 
behavior reported monthly their new cases 
on a short form of this same schedule. This 
was the first step in laying the foundation 
for a community-wide, family-oriented ap- 
proach to the program issues involved in 
preventing and controlling disordered be- 
havior. 


The FURS Schedule. The Family Unit Re- 
port System card was originally developed 
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for the St. Paul study in 1948, and with sub- 
sequent modification and simplification it 
has been used in all three of the current 
CRA projects. It is so designed that all 
problems and service involving either the 
family as a whole, or specific individual, can 
be related and tabulated in terms of the 
family unit. These data include: 


Family composition. The family is defined 
as consisting of a family head and all other 
persons in the home or temporarily absent 
who are related to the head by blood, mar- 
riage or adoption. Each person in the 
family is listed, showing whereabouts and 
relationship to the family head. 


Problem. It was noted earlier that a com- 
mon orientation in most welfare activity 
has been toward the provision of service as 
its chief goal rather than the solution of 


community problems. Thus it is of consid- 
erable importance that the schedule in the 
first instance report problems affecting the 
farnily as a whole and its individual mem- 


bers. These are classified first under broad 
definitions of dependency, ill-health and 
maladjustment; within these are reported 
more precise facts of dependency, indigent 
disability and disordered behavior, as de- 
fined in these projects. A comprehensive 
list of subclassifications covers such familiar 
problem categories as specified diseases, 
mental disorders, the public assistance 
categories, and so on. 


Services. The main classifications of serv- 
ice used in the schedule have been identi- 
fied in tables previously presented. They 
include financial assistance; casework; psy- 
chiatric treatment in its more usual settings 
(outpatient, hospital and residential); med- 
ical service in its appropriate settings; and 
authoritative supervision, similarly han- 
dled. 
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The statistical and reporting value of this 
card lies in the fact that both problems and 
services are classified. The accompanying 
definitions and instructions thus insure uni- 
form reporting on a single card from all 
agencies, no matter how diverse their pur- 
poses and activities may be. 


The roster. In the initial prevalence study 
in January 1954 data about some 2,900 San 
Mateo families currently known to adjust- 
ment services were assembled on the FURS 
schedule. This was the foundation of the 
roster. As a new episode of disordered be- 
havior was reported for any one of these 
families, it was entered on the appropriate 
card. As episodes were reported for a new 
family, a new card was added to the roster. 
From this tool, most of the epidemiological 
data contained in this report were obtained. 


The register. The FURS card, however, 
was designed for research, not operational 
purposes. As the project moves into its 
next phase, the card must serve an admin- 
istrative purpose for a portion of the total 
flow of cases. CRA therefore has rede- 
signed the original schedule to serve the 
purpose of a cumulative register. The ad- 
ditional items record: 


@ The family diagnosis and the principal 
factors deemed to be significant in connec- 
tion with it. 

@ The services specified in the treatment 
plans. 

@ The prognosis for the family as a whole 
and for individual members. 

@ The evaluation in relation to the prog- 
nosticated items. 


THERAPEUTIC PROCEDURES 


CRA, it seems hardly necessary to point 
out, did not invent the classification of the 








basic therapeutic processes of data collec- 
tion, diagnostic formulation, treatment 


planning and execution, and prognosis. 
These processes were understood by the 
medical and other professions long before 
they began to be adapted to social welfare 
purposes. But all CRA projects have: 


@ Sharply differentiated between, and 
therefore helped clarify, the therapeutic sig- 
nificance of each step in the sequence. 


@ Shown how to use prognosis as an effec- 
tive tool of case classification and case man- 
agement. 


@ Insisted upon periodic evaluation as a 
stimulus to and check upon the validity and 
effectiveness of all other processes. 


@ Begun to structure and systematize these 
processes formally through the development 
of a case classification schedule. 


The Case Classification Schedule. This 
tool was devised as an aid and guide to pro- 
fessional skill. Professional competence, 
and special orientation and instruction in 
the basic concepts and processes which it 
implements are requisite to its effectiveness. 
It is through this schedule that uniform 
data are made available for case analysis 
by the caseworker and supervisor. Through 
it also the sequence of steps in the thera- 
peutic process are revealed for inspection. 
They become a matter of consciously formu- 
lated record. At present these steps, 
although always taken, are often done so 
without consciously formulated thought; if 
recorded at all they must be distilled for 
inspection, analysis and appraisal from a 
chronological descriptive record in which 
the essence and form are easily lost. 

The case classification schedule now in 
use emerged from hard-wrought trial and 
error during the earlier stages of all three 


projects. Initial schedules were conceived 
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in terms of the particular objective of each 
project; in the fall of 1956 these were con- 
solidated into a single generic schedule 
which has been used since then in the Min- 
nesota and Maryland projects. For opera- 
tional reasons San Mateo did not shift to 
this consolidated form but continued to 
use two schedules previously developed— 
one for diagnosis, the other for prognosis. 
However, the generic schedule, revised and 
brought up-to-date in the light of the ex- 
perience of the last 18 months, will now be 
introduced in the next phase of the San 
Mateo program. 

In its present form the schedule is di- 
vided into four sections: 


Section 1: Identifying information (basic 
information about family composition, 
marital status and history, particular data 
about individual members). 


Section 2: Guides for the diagnostic 
workup (the client’s application and reason 
for it; presence of adult disorders, marital 
disorders, parental disfunctioning, physical 
and mental health problems). 


Section 3: Diagnostic formulation of the 
major psychosocial disorders affecting the 
family as a group and its individual mem- 
bers, as well as the individual and family 
strength that can be used in treatment 
process to influence adaptive capacity. 


Section 4: Formulation of the treatment 
plan with specification of the services rec- 
ommended and actually received. 


Section 5: Prognosis in relation to the 
major psychosocial disorders specifically 
identified in the diagnostic workup and 
formulation; evaluation at a later specified 
date with respect to these same prognosti- 
cated factors. 

The present schedule, as it has emerged, 
is not a perfect operational tool. Neverthe- 
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less, it already has demonstrated its useful- 
ness and value. Experience in all three 
projects makes it crystal clear that a tool 
for guiding and recording systematic case 
analysis, case history and case management 
through these sequential steps is essential 
to the reorganization and reorientation of 
agency processes and procedures toward 
community prevention and control. 


STRUCTURAL ISSUES 


All issues involved in realistically structur- 
ing the application of these basic concepts 
to the community’s ongoing program either 
arise out of, or are greatly complicated by, 
a well-known fact: Numerous agencies, 
with separate and often conflicting tradi- 
tions, philosophies, objectives, procedures 
and personnel, are providing particular 
services in connection with particular symp- 
toms of the total problem. Excerpts from 
a report written during the earlier stages 
of the project throw a colorful light on com- 
munity organizational difficulties which 
generally are all too well recognized and 
understood: 

“For the most part, agencies were pretty 
well convinced of the rightness of their ex- 
isting programs, their own competence and 
the rightness of their established ways. The 
one problem everybody recognized was that 
they had too much to do. What they wanted, 
really, was someone to whom they could 
shift some of their load. . . . Some agencies 
see their function primarily as that of expe- 
diting a particular procedure defined by 
law or custom; others, as carrying out a 
process helpful to the individual in terms of 
his own expressed needs. . . . Salary scales 
and personne] requirements in some San 
Mateo agencies are among the highest in 
the state. Our project, however, puts a high 
premium upon professionally trained case- 
workers. That can seem to pose a threat 
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to the big majority of workers who have 
not graduated from a school of social work. 
. . . On the other hand, professionally 
trained workers have some tendency to re- 
gard their authority as ultimate and abso- 
lute. This tends to put them in conflict 
with specialized agency workers who are apt 
to regard themselves as having ultimate and 
absolute authority in their particular area 
of operations.” 

These comments were written when 
“everybody seemed to be in the act,” before 
the community problem of disordered be- 
havior began to take form and shape, be- 
fore the focal points in policy, administra- 
tion and personnel were clearly identified. 
These difficulties, intrinsic to both human 
nature and community welfare organiza- 
tion, still exist. But who must deal with 
them, and how, is now much clearer. 


MAJOR RESPONSIBILITY 


In San Mateo seven local agencies were pro- 
viding service with a therapeutic intent to 
disordered behavior families with children. 
In 1956 they dealt in the proportions shown 
in Table 16 with the families in this thera- 
peutic load. 


TABLE 16 


Annual therapeutic load 





PERCENTAGE OF 


AGENCY 1956 INCIDENCE 





Probation department 50 
Welfare department 25 
School guidance department 17 


Child guidance clinic 
Adult psychiatric clinic 
Catholic Social Service 
Family Service Society 











There are, of course, duplications in these 
percentages. Almost all of the school 
guidance cases, for example, were also 
known to the probation department. But 
what immediately catches the eye is the 
dominating service responsibility of the two 
main public agencies—the probation de- 
partment and the welfare department. The 
two departments spent $648,000 in 1956 for 
service in connection with disordered be- 
havior families, and together were carrying 
nearly three-quarters of the load. The tax- 
supported adult mental hygiene and child 
guidance clinics and the voluntary Family 
Service Society and Catholic Social Service 
spent $162,000 but they were carrying only 
18% of the therapeutic load. Obviously 
the large probation and welfare depart- 
ments carry the dominant therapeutic re- 
sponsibility for recidivist families who, it 
will be recalled, account for 87% of the an- 
nual incidence of separated children and 
58% of delinquency, truancy and school 
dropouts. In 1956 there were a total of 
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721 recidivist families with children with 
incidents in these categories. The propor- 
tion of these families dealt with by the 
therapeutic services is compared in Table 
17 with that of the 231 Family Center cases. 


JURISDICTIONAL OVERLAP 


With the probation and welfare depart- 
ments so largely occupying the center of the 
therapeutic stage, it is important to try to 
clarify the way in which responsibility is di- 
vided between them. This is not too easy. 
In terms of the traditional functions legally 
assigned to them, the probation department 
must deal with all reported delinquent acts, 
but some of these are handled officially 
through the court and some are not. The 
welfare department is exclusively responsi- 
ble for assistance; as we have seen, however, 
families receiving aid to dependent chil- 
dren are substantially involved in delin- 
quent behavior. The welfare department 
places children in foster homes and institu- 


Distribution of therapeutic caseload in 1956: 
All recidivist families with children compared with Family Center cases 





AGENCY 


PERCENTAGE OF 
721 RECIDIVIST FAMILIES 
WITH CHILDREN 


PERCENTAGE OF 
231 FAMILY CENTER 
CASES 





Probation department 
Welfare department 
School guidance department 


Child guidance clinic 
Adult psychiatric clinic 
Catholic Social Service 
Family Service Society 


83 90 


34 56 








tions; so also does the probation depart- 
ment. 

Perhaps some of this overlapping activity 
might and should be eliminated, but under 
any circumstances the two departments will 
continue to deal with families who behave 
in a manner which sometimes brings them 
under the jurisdiction of one, sometimes of 
the other, and sometimes of both. 

One must review these relationships from 
a perspective of time sequence. In any spe- 
cific month the proportion of the total 
load of delinquent and separated children 
receiving service from the workers of both 
departments is not large. In January 1954, 
for example, the two departments were 
jointly active in only 9% of their combined 
loads. These cases represented an almost 
equal proportion, 17%, of the disordered 
behavior loads of each department in that 
month. These jointly-served families, it 
should be remembered, were recidivist 
families (that is, by definition they had been 
involved in more than one episode). 

The picture changes when seen over a 
longer span of time. The 721 recidivist 
families with children who had episodes in 
1956 were checked against the roster (which, 
it will be recalled, was built up from the 
January 1954 prevalence load plus all new 
disordered behavior families during the 
ensuing three years). Over this longer pe- 
riod the proportion that had been known 


TABLE 18 


Roster history of 697 recidivist families 
known to probation and welfare departments, 1956 


exclusively by each department diminishes 
sharply. Many more in each departmental 
load had been known and received service 
from the other department within the total 
time period covered by the roster. To- 
gether they had known 697 of the 721, as 
shown in Table 18. 

The general validity of this picture of 
departmental interrelationships is con- 
firmed by even more comprehensive data 
from the Family Center’s 231 recidivist fam- 
ilies. These were checked, not only against 
the roster but from their all-time service 
history, for instances of service from the 
two departments. Data for this longer time 
span proved to be almost identical with that 
available from the roster. 

Thus we see that 43% of these recidivist 
families were at some time known by and 
received service from both departments. Of 
those in the caseload of the welfare depart- 
ment only a handful failed at some time to 
come within the purview of the probation 
department. On the other hand, nearly 
half of the probation department’s recidi- 
vist load were recidivist only within the two 
disordered behavior categories for which it 
is responsible—delinquency and truancy— 
and had received therapeutic service from 
no other agency. 

The therapeutic significance of this ex- 
clusive responsibility is further revealed in 
Table 19, which shows how the three patho- 





RECIDIVIST FAMILIES 


NUMBER PERCENT 





Families known to one or both departments 
Families known to welfare department only 
Families known to probation department only 
Families known to both departments 


697 100 

56 8 
340 49 
301 43 
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logical types among the Family Center’s 231 
families were distributed between the two 
departments. 

Clearly, the probation department has 
the primary responsibility for Type 4 fam- 
ilies, which constitute the largest share of 
the cases known exclusively to the depart- 
ment. These are the families in which dis- 
ordered behavior is mainly confined to the 
children, where socially conforming parents 
vent upon their children severe frustrations 
arising from their own pathological inter- 
personal relationships. These families re- 
quire maximum skill and authority to re- 
direct constructively their attitudes and 
social behavior. 

The other striking fact is that 70% of the 
Type 5 families were known to both depart- 
ments. ‘These are families with hostile, 
aggressive, amoral parents, in conflict with 
the law, on and off public assistance rolls. 
For many of these families the only solu- 
tion is quick and permanent removal of the 
children from all parental ties and in- 
fluences. 

San Mateo County’s probation and wel- 
fare departments obviously hold the struc- 
tural and operational keys to the redirection 
of the community’s therapeutic service 
toward the goal of prevention and control. 
This redirection is possible only if means 
are developed to bring about a much 
greater measure of uniformity in objectives 
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and outlook along with coordination in 
policies and procedures. Issues inherent in 
this necessity have by no means been re- 
solved; nevertheless, a sound foundation 
now has been laid for doing so. 


SAN MATEO’S SOLUTION 


In the final stages of the project it became 
apparent that the main blocks to a common 
integrated and positive approach to the 
community’s problem of disordered be- 
havior were rooted in basic, long-accepted 
concepts and policies. There were, and no 
doubt always will be, plenty of the obstacles 
which stem from the uncertainties and in- 
stabilities of human nature, and the details 
of agency custom and practice, but as this 
project neared conclusion gradual shifts in 
basic thinking unblocked the path to a 
coherent plan. The project staff, its ad- 
visory board, the chief administrators and 
board members of the probation, welfare 
and school guidance units, the Board of 
Supervisors and county manager, each from 
his particular vantage point began to see: 


1. That it was fallacious to assume that a 
preventive, therapeutic program could rest 
solely on the concept that if more and bet- 
ter service were provided the task would be 
accomplished. Rather was it necessary in 
the first instance to shift program thinking 


Pathological family types among Family Center cases 
served by probation and welfare departments 





PATHOLOGICAL FAMILIES 


PERCENTAGE OF 231 FAMILIES 





TYPE 3 TYPE 4 TYPE 5 





Served by probation department exclusively 
Served by welfare department exclusively 
Served by both departments 


38 61 17 
11 7 
51 $2 70 








and emphasis from the humanitarian but 
negative concept of merely providing 
needed service, to the equally humanitarian 
but positive concept of solving the commu- 
nity’s problems. 


2. That it was equally fallacious to assume 
that more and better service depended 
solely on filling all budgeted casework po- 
sitions with fully trained professional social 
caseworkers. This was an impractical ob- 
jective short of the millennium. Graduate 
caseworkers were in short supply; in no 
foreseeable future could the Board of Su- 
pervisors implement such a policy even if 
it could afford to do so. Moreover, the 
services of trained workers already in the 
departments were not now being used to 
full advantage. 


3. That the standard policy of annually 
budgeting for and using casework personnel 
on the basis of a formula assigning a uni- 
form number of cases to each worker was 
likewise unsound. Under past policy 
agencies had consistently tried to lower the 
stipulated uniform caseload as funds and 
trained workers became available. But this 
policy, based on the two assumptions pre- 
viously noted, was defeating its own pur- 
pose. It put off almost indefinitely the 
time when therapy by fully trained case- 
workers carrying no more than 20 to 30 
cases could begin. It further missed the 
mark in that it assumed (a) that all families 
presented problems equally difficult to re- 
solve and had equal potentialities for reso- 
lution of their problems, and (b) that as of 
any given time all workers were possessed 
of equal capacity to help solve them. 


4. That despite a general belief that the 
family should be related to the particular 
services provided by the probation, welfare 
and school guidance units, their service pol- 
icies and therapeutic and recording pro- 
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cedures were not structured to implement 
this belief with any real therapeutic value. 


5. That although a substantial proportion 
of the families in the agencies’ loads were 
given service at some time in their history 
by all three units, the therapeutic outlook, 
policies and procedures of the units differed 
greatly and sometimes were in direct con- 
flict. 


6. That inevitably because of the distinctive 
responsibilities of the two largest units, all 
grounded in law and custom, neither of 
them were or could be equipped adequately 
to represent the community’s broad interest 
in the total problem of disordered behavior. 


7. Therefore, that to create a positive pro- 
gram for prevention and control through 
these departments, it would be necessary to: 


@ Develop systematic and uniform proce- 
dures for identifying and classifying cases 
by their potentialities for rehabilitation or 
improvement and the level and type of serv- 
ice believed necessary to achieve these goals. 


@ Reorganize personnel and caseload prac- 
tice so that the department’s best-trained 
and most skilled professional workers avail- 
able now or in the future could be assigned 
to families which had been given priority 
because rehabilitative results were believed 
possible through skilled treatment service. 


@ For these cases at least, and ultimately 
perhaps for the total caseload, systematically 
structure basic therapeutic and recording 
processes to assure full consideration of 
family assets and capabilities in diagnosis, 
treatment and evaluation. 


@ Devise some structural scheme independ- 
ent of, yet integrated with, the agencies 
carrying principal service responsibility, to 
represent the community’s interest in the 
total problem of disordered behavior and 





the successful carrying out of these basic 
policies and procedures. 


SAN MATEO’S PLAN 


As there came to be a general meeting of 
minds about the fallacies of the past and 
the needs of the future, broad agreements 
about what should be done were developed. 
As of January 1958 this took firm and prac- 
tical form through resolutions and actions 
of the Board of Supervisors. The program 
thus set up will go into effect as rapidly as 
administrative changes can be made and 
personnel either reassigned or obtained to 
man it. Budgets have been approved on 
the assumption that it will take about eight- 
een months to perfect a fully staffed, well- 
oriented, smooth-running operation. This 
assumption is in line with CRA’s own 
project experience. 

The main elements in the program are as 
follows: 


1. New special diagnostic and treatment 
units will be organized in both the proba- 
tion and welfare departments. The county 
schoo] department’s plans are not yet com- 
pletely firmed up; in all probability they 
will involve better adjustment and referral 
service but not full-scale diagnosis and treat- 
ment. 


2. The new units in the two large depart- 
ments will be staffed by well-trained case- 
workers carrying small, flexible loads of a 
size to be determined and adjusted by ex- 
perience. The present budgets provide for 
a beginning staff of five workers and a 
superviser in each department. Additions 
will be made as dictated by demonstrated 
experience, funds and available personnel. 

Initially at least, these units in the two 
departments will concentrate on recidivist 
families—to be screened, selected and 
assigned on the basis of rehabilitative pri- 
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orities for full diagnosis and treatment, to 
the staff of the unit. Presumably the screen- 
ing and diagnostic process may later be ap- 
plied to all new nonrecidivist intake, if 
experience warrants it. 


3. Both units will use the basic processes 
of family diagnosis, treatment formulation, 
prognosis and evaluation, as developed by 
CRA. The case classification schedule is 
being revised as a common instrument for 
guiding and recording these processes. A 
special training and indoctrination process 
for which CRA initially will be responsible 
is now in preparation for personnel in all 
administrative echelons concerned with the 
operation of these units. 


4. A new and independent committee, the 
Family Service Coordinating Bureau, has 
been set up by the Board of Supervisors, to 
be directly responsible to that body and its 
county manager. Membership on the 
bureau’s board will include the executives 
of the three agencies and two laymen. If, 
as seems likely, the executive of the newly 
constituted consolidated mental health serv- 
ices is appointed to the bureau, an addi- 
tional layman will be appointed. The 
bureau is charged with the following func- 
tions: 


@ Maintaining a reporting system and the 
roster needed to identify disordered be- 
havior families, and providing community- 
wide data on the scope of the problem. As 
part of this, a register will be maintained 
to record essential data about the action 
taken on all cases selected for service by the 
special units. 


@ Setting standards for staffing, for process- 
ing the therapeutic service provided by the 
two units and for integrating these services 
in families where the agencies are or have 
been jointly involved. 
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@ Assisting the agencies in planning, in- 
stalling and improving the standard classi- 
fication procedures developed by CRA 
during the project. 


@ Providing training, orientation and con- 
tinuing consultive service to the agency 
units on all phases of their operation. 


@ Providing for, sponsoring and reporting 
the results of a systematic evaluation of case 
progress at periodic intervals. 


The board of the Family Service Coordi- 
nating Bureau will be assisted by a profes- 
sional staff consisting of a director, a social 
casework consultant and a statistician, with 
the necessary clerical and office assistants. 

The estimated budget for the 18-month 
period totals, in round figures, $130,000. 
The bulk of this will come from county 
funds, partly through the reallocation of 
funds already budgeted. The Rosenberg 
Foundation, however, has made an addi- 
tional appropriation to the county to assist 
it through this transitional period. 

In conclusion, the writers want to empha- 
size that the structure of this plan was de- 


signed for San Mateo in cooperation with 
San Mateo’s community and agency leaders, 
and that this report does not presume it to 
be adaptable in its detail to any other com- 
munity. 

At the same time, we are convinced that 
the issues from which the plan emerged are 
common to all communities, and that the 
principles articulated in their solution have 
wide applicability. 

The factors of greatest strategic impor- 
tance are these: a clear definition, identifica- 
tion and analysis of the community prob- 
lem of disordered behavior; the avowed 
orientation of program objectives toward 
prevention and control; the common sys- 
tematization of basic recording and thera- 
peutic process toward this end by the 
agencies mainly responsible for the pro- 
graiu; the guidance of these processes and 
the evaluation of performance by repre- 
sentatives with broad community interests. 
From these, the form and shape of a more 
positive, workable, preventive program can 
emerge in any community with leadership 
sufficiently dedicated and competent to un- 
dertake it. 
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An evaluation of a 


mental health week program 


Last April 28 to May 4 under the aegis of 
the National Association for Mental Health 
the nation observed the ninth annual Men- 
tal Health Week. Throughout the coun- 
try, state mental hospitals, often in con- 
junction with local and state mental health 
associations, conducted programs to bring 
to the public greater understanding of the 
number one health problem in the U. S. 
Many state mental hospitals were particu- 
larly interested in widening such under- 
standing to include appreciation of their 
role in relation to mental illness and health, 
and thus to bridge the gap between the 
treatment center and the community. Hav- 
ing special goals in mind for these pro- 
grams, and realizing the tremendous ex- 
penditure of the hospital staff's time and 
energy involved, it becomes essential that 
exploratory evaluations be undertaken to 
assess the value and structuring of specific 


Mental Health Week programs conducted 
at representative mental hospitals. 

The present paper describes the evalua- 
tion of a Mental Health Week program at 
a midwestern state hospital. This is a 
large (1,500 bed) hospital that is over 40 
years old, located three miles from a town 
of 5,000. The nearest city of any size is 
120 miles away. Once a year, during Men- 
tal Health Week, the public is formally in- 
vited to visit the hospital. This was the 
fifth year for the program at the hospital; 
over 15,000 visitors have attended previous 
programs. This presents the staff with an 





The seven co-authors of this paper were all on the 
staff of Larned State Hospital in Kansas. Their 
study was a project of group research in the hos- 
pital’s department of clinical psychology. They 
wish to express their appreciation for cooperation 
extended by other departments, by the hospital’s 
Mental Health Week committee and by the visitors. 
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opportunity to show the public at first-hand 
what is being done and what part they 
may play in supplementing the hospital 
treatment program. There also exists the 
possibility of changing some rather strong 
prejudices and attitudes that may be held 
about mental illness, the physical plant of 
the hospital, the type of care given to the 
patients, and the composition of the hos- 
pital staff. 

From the standpoint of the staff, an 
analysis of Mental Health Week is valuable, 
as considerable time and energy is devoted 
to staging the 4-day program. For many 
individuals and departments the hospital 
literally “stands still” during Mental Health 
Week. Innumerable committees are busy 
making displays, planning panel discus- 
sions, coordinating the movement of staff 
and visitors. It would be difficult to esti- 
mate the time that is spent by the staff in 


preparing for Mental Health Week. The 
figure of 1,000 man-hours of time of the 
professional staff seems on the conservative 


side. (It is interesting to note that those 
concerned with the program at this hos- 
pital, and at many other state hospitals, are 
almost exclusively the professional person- 
nel.) In addition, there is the time spent 
during the 4-day program when almost all 
staff meetings and other activities of the 
professional staff are curtailed or carcelled. 

Hence, the program is important to the 
hospital administration in terms of the 
large expenditure of funds and the time of 
the professional staff. It is of interest to 
the hospital authorities to know whether 
this outlay is justified by the results of the 
program. If the visitors arrive convinced 
that the hospital is “like a prison” and de- 
part with the same feeling, and no interest 
in problems of mental health is generated, 





1 Ivan Belknap, Human Problems of a State Mental 
Hospital, New York, McGraw-Hill Book Co., 1956. 
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it might be more fruitful for the staff to de- 
vote itself exclusively to the welfare of the 
patients rather than in abortive attempts 
to educate the public. There exists the 
possibility that educating the public might 
better be accomplished by lectures to clubs 
or school groups. State hospital grounds 
are rarely known for their attractiveness 
and might not be expected to be the most 
effective locale for effecting positive attitude 
changes. 

In addition, the Mental Health Week 
program constitutes one of the few links 
between the social systems of the hospital 
and those of the surrounding communities. 
As Belknap ! has shown in his analysis of a 
Texas hospital, there may be only infre- 
quent social contacts between the profes- 
sional staff of the hospital and the towns- 
people: Such contact most frequently 
occurs between the non-professional em- 
ployees of the hospital and the townspeople 
of similar status. A considerable propor- 
tion of the townspeople, living only a few 
miles from this hospital that is named after 
their own town, have never in their lifetime 
visited the institution. By about half of 
them it is still referred to as the “State 
Farm” or in less euphemistic colloquialisms. 

Many visitors frequently remark that the 
mental hospital strikes them as a “little 
city” with its own housing, fire department, 
farm, barber shops, etc. Some of this can 
be, traced to the relative geographic isola- 
tion of many state hospitals and the need 
to have all facilities close at hand. It also 
highlights the appearance of autonomy or 
self-sufficiency of the hospital, which may 
discourage or at least impede communica- 
tion between the two social systems. 
Visitors’ days during Mental Health Week 
are one of the few times when the barriers 
become permeable and passage is en- 
couraged from the town system to the hos- 
pital system. This does not necessarily 
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mean that passage is encouraged in the re- 
verse direction: for in the present situation, 
there is no increase in the number of staff- 
town contacts in the locale of the town sys- 
tem (as would be the case with an intensive 
program of community talks during Men- 
tal Health Week). 

In the case of the present Mental Health 
Week program, the only chance for attitude 
change occurs within the geographic setting 
of the hospital grounds. Hence, it is con- 
ceivable that any barriers within the town 
system (such as strong feelings about asso- 
ciation with mental patients, or beliefs 
about the hospital personnel) may remain 
relatively intact. That a person chooses to 
attend a Mental Health Week program 
may be more a manifestation of his curi- 
osity about what goes on at such a hospital 
than an expression of deep-rooted interests 
in problems of mental health or in bridg- 
ing the gulf between the two social systems. 
In other words, attendance per se may con- 
note many things, and more precise analysis 
is necessary to determine the initial attitude 
and any changes that may occur as a result 
of the Mental Health Week program. 


PROCEDURE 


The Mental Health Week program was 
spread over a 4-day period. On each day 
the program was tailored to a particular 


TABLE 1 


group of visitors. Other individuals, such 
as townspeople, wives of clergymen, etc., 
also attended on each of the days. The 
total number visiting the hospital, and the 
number included in the sample tested, are 
presented in Table 1. Column | shows the 
total number of visitors coming to the hos- 
pital. Column 2 gives the number of visi- 
tors in the categories which were to be 
tested (i.e., on Students’ Day, it was decided 
to remove from the sample all teachers and 
bus drivers who had accompanied the stu- 
dents; on Clergymen’s Day, it was decided 
to remove the group of clergymen’s wives 
and YMCA secretaries. Column 3 gives the 
total number of visitors in each day's 
sample. 

The samples were randomly selected (not 
volunteers) from the total number of visitors 
(representing the special populations) at the 
hospital at a given time. That is, some vis- 
itors left the hospital before the question- 
naires had been distributed. However, 
there is no reason to believe that the groups 
tested were unrepresentative in any gross 
sense. 

On Family Day the visitors were mostly 
relatives and friends of patients at present 
in the hospital. During the lunch hour 
many took patients over to the picnic area 
and ate with them. Others visited on the 
wards where their relatives were. Most of 
the students were members of sociology or 


Attendance at the 1957 Mental Health Week program 





NUMBER 
ATTENDING 


NUMBER IN SPECIAL 
POPULATION 


NUMBER 
TESTED 





1,120 1,120 188 
Students’ Day 1,167 1,000 

Clergymen’s Day 134 72 38 
County Officials’ Day 209 209 100 


Family Day 








TABLE 2 


1. Have you ever attended the Mental Health Week program 
at this hospital before? 





YES 





Family Day 
Students’ Day 
Clergymen’s Day 
County Officials’ Day 


50 

2 122 
16 22 
37 62 





social studies classes (seniors) from high 
schools in the area. There was also a 
sprinkling of students from small colleges 
and junior colleges. On Clergymen’s Day 
half the visitors were clergymen; the re- 
mainder were wives, YMCA secretaries, etc. 
Those attending on County Officials’ Day 
were probate judges, boarding home oper- 
ators, county welfare workers, etc., who re- 
sided in the areas served by the hospital. 

On all days the questionnaires were dis- 
tributed as close to the end of the program 
as possible. They were filled out anony- 
mously by the visitors who were seated in a 
large auditorium following some particular 
activity. 


RESULTS 


Table 2 reveals that except for Students’ 
Day there was a considerable number of 


TABLE 3 


repeats among the visitors. This cautions 
against using the same displays or type of 
program on any consecutive years. A film, 
for example, which was quite popular this 
year would probably not be too effective 
next year unless a parallel program was 
scheduled. In this table and those to fol- 
low, there will be discrepancies between the 
tabular totals and the number of visitors as 
some respondents did not complete all 
items (because they did not realize that 
there were items on the reverse side of the 
questionnaire, etc.). 

Table 3 shows that except for Students’ 
Day only a very small number of visitors 
stated that they would not return next year. 
Most of the students were seniors who felt 
that since this was their last year in school 
this would also be their last attendance at a 
Students’ Day program. The large number 


2. Do you plan to attend next year’s Mental Health Week program 


at this hospital? 





PERHAPS 





Family Day 
Students’ Day 
Clergymen’s Day 
County Officials’ Day 


99 
55 

9 
26 
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of “perhaps” responses for Family Day in- 
dicated in many cases that the person 
would return if the relative remained in 
the hospital. This shows that if the hos- 
pital authorities are concerned with increas- 
ing the community interest in the hospital 
it might be made clear to the families that 
they are welcome at the program regard- 
less of whether or not their relative is in 
the hospital. The strong attachment to the 
hospital and its treatment program devel- 
oped during the patient’s stay could be 
made the basis of a sustained community 
interest in the hospital. When these re- 
sults are taken in conjunction with those 
from Question | it appears that this is the 
first and last visit to the hospital for the 
student group (unless they become patients, 
friends or relatives of patients, or em- 
ployees). Hence, particular care should be 
taken to provide for continuing construc- 
tive outlets for the interests of this group 
in the problems of mental health and ill- 
ness. 

As can be seen in Table 4, on almost all 
days the largest number of visitors came 
more than 100 miles to attend the program. 
This is not at all uncommon for state hos- 
pital populations. Some relatives drove as 
far as 250 miles to attend the program. 
This indicates the unfeasibility of schedul- 
ing activities in the early morning. Perhaps 


TABLE 4 


it is desirable to extend the programs later 
into the afternoon or evening rather than 
use the early morning hours. 

Items 4 and 5 dealt with reasons for com- 
ing to the Mental Health Week program 
and were largely uninformative (i.e., rela- 
tives answered “‘to visit a relative,” students 
answered “because my sociology class came,” 
etc.). These items will be dropped from 
next year’s questionnaire and a different 
approach will be tried in the attempt to 
assess the area of “motivation for coming.” 

Questions 6 and 7 dealt with the specific 
parts of the Mental Health Week program 
that the visitors thought the most and least 
interesting. They were the items of most 
concern to the various hospital committees. 
Several generalizations, such as the follow- 
ing, can be made from the responses: 

@A documentary 8 mm. color film com- 
pletely produced by the staff was generally 
very popular among all groups of visitors 
and felt to be more successful than any of 
the commercially produced films used in 
other years. This film follows a patient 
from admission, through the various types 
of treatment, staffing, etc., to discharge and 
return to her family. It was found that the 
film was a bit too long (running time 
slightly over an hour) for some of the 
groups (e.g., students) and a shorter edition 
(about 35 minutes) will be prepared to be 


3. About how many miles did you have to come to get here today? 





0-5 


6-20 


21-50 51-100 





Family Day 19 
Students’ Day 

Clergymen’s Day 

County Officials’ Day 


14 23 49 
28 42 23 
4 6 16 
1 16 31 








used in place of the full version on appro- 
priate occasions. Also, it will be dupli- 
cated on 16 mm. (with sound track) and 
future films will be made on 16 mm. rather 
than 8 mm. 

@ Whereas clergymen found active small 
discussion groups to be excellent they felt 
that far too much time was wasted in the 
mechanics of deciding who would be in 
which group and in the actual division into 
these groups. This could be corrected next 
year by having the grouping arranged in 
advance. 

@ Responses indicated that the panel for 
students was much too large (1,100 in the 
city auditorium); a majority couldn’t hear 
a word of what was going on and there 
obviously was no possibility of general par- 
ticipation in the discussion. Next year this 
will be corrected by having Students’ Day 
spread over several days (possibly 10) and 
having several concurrent smaller panel dis- 
cussion groups each day. Attitudes towards 
these small group activities will then be 
evaluated. 

@ The students were quite antipathetic to- 
wards the tour of the grounds. There were 
many spontaneous comments that they saw 
little point in being conducted through the 
patients’ dormitory, the hospital greenhouse 
or the new cafeteria. Those who liked the 


TABLE 5 


building tour indicated that they appreci- 
ated seeing the places where the patients 
lived and worked. These answers indicated 
that although the hospital staff may be 
justifiably proud of improvements in the 
physical plant of the hospital, the visitors 
may be far more interested in the treatment 
program. Perhaps Karl Menninger’s stric- 
ture—“brains before bricks”’—is becoming 
part of the public’s attitude towards mental 
illness. 

The results in Table 5 may be quite sur- 
prising to someone who has read of the 
public’s need to participate, to join in dis- 
cussions, especially where strong attitudes 
and motivations are involved. However, 
much of the literature in this area is based 
on work with highly articulate groups such 
as college students or community leaders. 
Kansas farmers and high school students 
may be far more interested in “being told” 
than in discussing topics about which they 
possess very little factual knowledge. For 
the clergymen and county officials there is 
a slight trend towards favoring participa- 
tion in discussions rather than attending 
lectures. To illustrate even more graphi- 
cally the influence of sub-culture norms on 
willingness to discuss issues, the results 
from a group of 30 student nurses were 
tabulated separately (rather than with the 


8. Do you prefer a program in which you yourself get to actively 
participate (such as discussions, asking questions, etc.) or do you prefer 
a program at which you attend more lectures and demonstrations? 





LECTURES AND DEMONSTRATIONS 


PARTICIPATING IN DISCUSSION 





Family Day 102 
Students’ Day 83 
Clergymen’s Day 16 
County Officials’ Day 43 
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TABLE 6 


9. Before I came to this hospital I expected to find it most like: 
10. Now that I am here I find that this hospital is really most like: 





FAMILY DAY 


STUDENTS’ DAY 


COUNTY 
OFFICIALS’ 
DAY 


CLERGYMEN’S 
DAY 





Before After 


Before 


After Before After Before After 





Like a school 12 25 10 
Like a prison 34 3 19 
Patients acting peculiar 1 59 


Like a country club or 
summer resort 6 1 


Like an army camp 0 
Like a boarding house 6 
Just like any hospital 23 
What else 7 


41 8 8 5 8 
3 
14 


1 

0 

3 

20 49 
5 9 





larger student group). Of these 30 student 
nurses, 22 preferred lectures to discussions. 

Table 6 reveals the striking changes in 
perception of a mental hospital that can oc- 
cur as a result of even a l-day visit. Only 
one of the 450 visitors sampled indicated 
that he had a less favorable view of the 
hospital after his visit than before. The 
greatest reductions were in the view of “pa- 
tients acting peculiar” and “like a prison.” 
The greatest increases occurred with “just 
like any hospital” and to a lesser extent 
“like a school.” Favorable descriptions in- 
creased from 207 to 357; unfavorable de- 
scriptions decreased from 199 to 17. (All 
of these changes are highly significant sta- 
tistically). Almost all of the “what else” 
additions were laudatory remarks such as 
“a wonderful place for treating the men- 
tally ill,” “like a good mental hospital,” 
etc. These results point up the value of 
bringing more of the community to visit 
the mental hospitals. It can be noted that 
this hospital certainly does not possess the 


most modern physical plant. Many of the 
buildings are over 30 years old. If attitudes 
can be altered to this extent by a visit to an 
older state hospital, the changes should be 
even more marked by visits to an ultra- 
modern hospital. 

In Question 11 an attempt was made to 
solicit the suggestions of the visitors for 
improvements in the Mental Health Week 
program. This was an open-ended item 
and the number of responses varied from 
group to group. On Family Day there were 
further signs of the reticence of the re- 
spondents: only 10% of the sample men- 
tioned any improvements. For the other 
groups, the figures were 58% (students), 
71% (clergymen) and 36% (county officials). 
Most of the responses dealt with such mat- 
ters as going through the wards, seeing 
more patient activities, arranging more dis- 
cussion of treatment methods, etc. Several 
will be quite helpful to the staff in plan- 
ning next year’s program. 

The answers in Table 7 indicate that the 
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TABLE 7 
12. How did it make you feel to visit the hospital? 





PERCENT ON 
FAMILY DAY 


PERCENT ON 
STUDENTS’ DAY 


PERCENT ON 
COUNTY OFFICIALS’ 
DAY 


PERCENT ON 
CLERGYMEN’S DAY 





Curious 
Depressed 
Frightened 

Sad 

Nervous 
Optimistic 
Bored 
Sympathetic 

No feeling at all 
Wanted to help 
Guilty 
Pleasantly surprised 


18 
8 





students were the most “curious” and least 
“pleasantly surprised” of the groups, while 
the relatives were the most “pleasantly sur- 
prised.” The only visitors who reported be- 
ing “bored” were on Students’ Day and the 
greatest number of “guilty” responses oc- 


TABLE 8 


curred on Relatives’ Day. The predominant 
feelings expressed by all groups were 
“sympathy” and “wanted to help.” 

Table 8 summarizes the responses of 
those visitors who suggested actual improve- 
ments. It is important to note here that 


Type of improvements suggested by visitors * 





MORE BUILDINGS 
MORE STAFF 
IMPROVE QUALITY 
OF BUILDINGS 
IMPROVE QUALITY 
OF STAFF 


IMPROVE PHYSICAL 


CARE OF PATIENTS 
MORE RECREATION 
FOR PATIENTS 
MORE PUBLICITY 
FOR HOSPITAL OR 
MENTAL HEALTH 
MORE OUTPATIENT 
SERVICE 

NO RESPONSE 





o 


Family Day 

Students’ Day 
Clergymen’s Day 8 
County Officials’ Day 16 13 


— oO 


_ 
o 
_ 
ao=— Om 
— 
o 
-oo = 


oo om 
oo Qe 
a 
sooo 





* In percentage of total number of visitors. 
P 4 
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on all days the majority of respondents 
either wrote something similar to “you're 
doing fine” or left the item blank. The 
. percentages of visitors making concrete sug- 
gestions were 19 (Family Day), 46 (Students’ 
Day), 37 (Clergymen’s Day), and 33 (County 
Officials’ Day). The figures in the table add 
up to more than 100% as many respondents 
made more than one suggestion. Although 
the proportion of visitors making comments 
is not large, the differences between the 
groups are quite interesting. The families 
made almost no suggestions about improv- 
ing the physical plant of the hospital. It 
was the county officials and students who 
continually urged “more buildings,” “make 
it larger,” “more accomodations for more 
patients.” For the county officials this is 
understandable in view of the pressures on 
them to have county residents admitted to 
the hospital. All groups recognized the 
need for a larger staff. It is encouraging to 
note that many of the visitors mentioned 
the need for more trained psychiatric aides, 
long the forgotten men of the treatment 
program. The clergymen were most con- 
cerned about obtaining more information 
on mental health and about the possibility 
of educative programs in their own com- 
munities. This becomes understandable 
when it is considered alongside the fact that 
every clergyman indicated that he had 
known personally someone who had been 


TABLE 9 


mentally ill. It has often been recognized 
that many families, upon suspecting mental 
illness in a child or relative, will call first 
upon their clergyman and only later upon 
their physician. Hence, there is a pressing 
need for greater mental health instruction 
for this group. 

Several of the comments were quite per- 
ceptive and may prove to be of considerable 
practical value to the staff in effecting con- 
structive changes. Here we may find such 
items as “relatives and friends should be 
allowed to attend the dances” and “have 
a list at the desk of patients who are 
able to leave with you for a visit so you 
don’t have to wait so long for the doctor’s 
permission.” Others, such as the need for 
more personnel or more modern facilities, 
simply underscored what had been gen- 
erally known. 

The proportions in Table 9 are striking 
in that virtually all visitors felt that the 
Mental Health Week program had in- 
creased their interest in mental health. 
Informal talks with many of the visitors 
provided additional confirmation of this 
general feeling. How this interest can best 
be channeled constructively is a matter 
which warrants further investigation. 

From the responses in Table 10 it ap- 
pears that mental illness is becoming more 
widely recognized as a social problem. 
There is less denial of a friend or relative 


14. How has visiting here now affected your interest 
in the problem of mental health and mental illness? 





INCREASED 


DECREASED 





Family Day 134 
Students’ Day 

Clergymen’s Day 36 
County Officials’ Day 83 








TABLE 10 


15. Have you ever known personally anyone who was mentally ill? 





YES 





Family Day 
Students’ Day 
Clergymen’s Day 
County Officials’ Day 


131 
76 
38 
86 





who is ill. Even in the comparatively 
young student group, two-thirds of the re- 
spondents report having personally known 
someone mentally ill. These figures sug- 
gest that there are important social impli- 
cations in the oft-repeated figures on the 
number of persons spending some part of 
their lives in mental hospitals, i.e., in terms 
of how this impinges on other individuals 
and groups. 

In planning this year’s Mental Health 
Week observance it was often stressed that 
previous programs had provided few op 
portunities for contact between the visitors 


TABLE 1] 


and the hospital staff, and that this contact 
should be greatly increased. The results of 
this effort are reflected in Table 11. 
When the study was first proposed, there 
was considerable concern because of the be- 
lief that a high percentage of visitors would 
report that they couldn’t find staff mem- 
bers or would find it difficult to talk to those 
they found. On the basis of the visitors’ 
responses, these fears proved unfounded. 
The staff can derive considerable satisfac- 
tion from the impressions they made on all 
groups. The dominant impressions were of 
being easy to talk to, friendly, sympathetic 


16. What is your impression of the staff members 


at this hospital? 





PERCENT ON 
FAMILY DAY 


PERCENT ON 
STUDENTS’ DAY 


PERCENT ON 
PERCENT ON COUNTY 
CLERGYMEN’S DAY OFFICIALS’ DAY 





Couldn’t find them 2 
Easy to talk to 45 
Distant 0 
Sympathetic 22 
Too busy to talk to me 2 
Competent 27 
Hard to talk to 8 
Inadequate 1 
Friendly 53 
Unsympathetic 2 


19 2 
40 47 
2 
12 
2 
ll 
0 
2 
63 
0 
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TABLE 12 
17. Did you meet and talk to any staff members? 





YES 





Family Day 
Students’ Day 
Clergymen’s Day 
County Officials’ Day 


105 
61 
33 
73 





and competent. The students were the 
least impressed of the groups but this can 
be attributed to the high percentage who 
reported that they did not have the oppor- 
tunity to talk to any staff members. As 
indicated above, this will be adjusted next 
year by alloting several days for students 
(with special activities for seniors, college 
and nursing students, etc.), which will per- 
mit smaller group activities involving more 
student-staff contacts. The success of this 
type of grouping in relation to reported 
contacts is seen in connection with the 
clergymen. 

The chief surprise in Table 12 was the 
high percentage of relatives who reported 
talking to a staff member. This still leaves 
one-third, however, who did not meet or 
talk to a staff member. Since Family Day 
occurred on Sunday, when the least number 
of professional personnel were at the hos- 
pital, and considering the positive responses 


TABLE 13 


of those who did contact staff members, it 
is planned to have virtually the entire hos- 
pital personnel present for Family Day next 
year. Unfortunately, we have little infor- 
mation as to whether the respondents were 
considering aides and administrative per- 
sonnel as staff members. The study of 
what constitutes a “hospital staff member” 
for the various groups would be an interest- 
ing problem in itself. 

Question 18 dealt with whether the staff 
members had answered the visitors’ ques- 
tions satisfactorily. Of those answering 
“yes” to Question 17, over 95% of each 
group answered this question affirmatively 
also. 

Question 19 asked whether the respond- 
ent felt lost in the crowd. Only on Stu- 
dents’ Day did any sizable proportion 
(50%) answer in the affirmative. Resolu- 
tion of this difficulty has already been dis- 
cussed. 


20. Do you feel that at some time you might be willing 
to do some volunteer work at this hospital? 





YES 





Family Day 
Students’ Day 
Clergymen’s Day 
County Officials’ Day 


78 
62 
24 
50 








It is difficult to accept the responses to 
the item in Table 13 at face value, Some 
of the spontaneous comments, however, are 
most enlightening: “Yes, if possible, but 
due to distance it might be difficult.” “I 
sure would like to but I haven’t the nerve.” 
“Would be proud if I were to be asked and 
would consider it a privilege.” Even if 
only 10% of those giving affirmative an- 
swers were actually willing to do volunteer 
work, a considerable source of assistance for 
the hard-pressed hospital staff would be 
available, especially for the adjunctive ther- 
apies department (including recreation) 
where supplementary personnel are always 
welcome in the activities program, as well 
as in the other patient-oriented services. 

These responses are also significant con- 
sidered solely as expressed attitudes when 
contrasted with the representative attitude 
of many people (including adjacent towns- 


people) who have never visited the hospital, 
e.g., “I wouldn’t go near that place for love 
nor money.” 


DISCUSSION 


The writers had three objectives in doing 
this study. First, there was the matter of 
evaluating the Mental Health Week pro- 
gram, to which the staff members had de- 
voted considerable time and effort. Most 
of the professional staff had belonged to 
one or more of the committees and were 
justifiably curious to know whether their 
efforts had been worth while. It was also 
felt that such an analysis would be of some 
general interest, as Mental Health Week 
programs are becoming more widespread in 
other institutions. 

There was also the possibility of doing a 
study of attitude changes in a concrete, 
naturalistic setting. The second reason con- 
cerned the hopes that such a study might 
demonstrate to others of the hospital staff 
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that research could be of considerable use 
to them in helping them evaluate their 
activities. In essence, to make explicit the 
generalization that research is a good thing. 
From this it might be possible to encourage 
other departments to join in and initiate 
research activities on other hospital prob- 
lems. 

The third goal concerned the matter of 
staff morale. It is a frequent argument 
against the prevailing policy of locating 
state hospitals away from any towns that 
one is unable to attract and hold an ade- 
quate staff because of the lack of cultural 
facilities. Hence, other inducements—such 
as housing on the grounds, free milk or free 
laundry for staff families—are often used. 
One means of attempting to remedy this 
situation is to institute a strong research 
program. If this can be done, the hospital 
staff may derive the support from such an 
activity necessary to compensate for the lack 
of cultural advantages in the community. 

Considering these objectives in turn, the 
first question is whether the effort expended 
in the Mental Health Week program was 
warranted by the results obtained. At first 
glance the figure of more than 1,000 man- 
hours devoted by the professional staff to 
the preparation of the program seems un- 
reasonably high, especially when the serv- 
ices of the professional staff are in such 
great demand. However, it must be weighed 
against the accomplishment of the program. 
If we can assume that our sample of the 
visitors was representative, and there seems 
little reason to doubt this, then we may 
infer that over 90% of the visitors increased 
their interest in the problems of mental 
illness. Hence, for every man-hour that the 
staff spent in preparing and carrying out 
the program, the attitudes of approximately 
two visitors were favorably influenced. In 
addition, although we cannot measure di- 
rectly the ultimate effects of the change in 
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the perception of the hospital from “like 
a prison” to “just like any hospital,” we 
may hope that they may someday manifest 
themselves either in the readier acceptance 
of former patients in the community, or 
more prompt recourse to the local mental 
health facilities in times of need. Individ- 
uals who believe that mental hospitals re- 
semble jails are not likely to commit their 
relatives if there is any chance to keep them 
at home. Many times incipient conditions 
are allowed to become more serious because 
the patient’s family is unwilling to send 
him to a state hospital. It is not too much 
to hope that the changes in attitude indi- 
cated by the questionnaire may result in 
more enlightened practices by some of these 
visitors in the future. It is important to 
realize that some additional effort may be 
required by mental health personnel before 
this interest can be channeled construc- 
tively. Even the most enlightened citizenry 
may require some professional assistance in 
forming a local mental health association. 
Visits to state facilities can and do arouse 
interest, but it requires further planning to 
bring about organizations that can main- 
tain that interest over a period of time. 
The same situation obtains when the 
question of volunteer workers is considered. 
The questionnaire responses revealed a 
considerable pool of potential volunteers 
that were not being utilized at all. Some 
hospital personnel had previously urged 
that a full-time director of volunteer serv- 
ices be employed but no authorization for 
this had been forthcoming. The present 
results demonstrate that with a modicum of 
additional effort perhaps a score of towns- 
people can be induced to come to the hos- 
pital on a weekly basis. Even if a full-time 
coordinator of volunteer services could not 
bé hired, a place can be set where visitors 
to next year’s program could register if they 
were willing to do some volunteer work. 


When such community interest exists, it 
can be utilized to supplement the hard- 
pressed hospital resources, especially the 
patients’ recreational activities. 

In considering the unique group of visi- 
tors that came on each of the four days one 
should not lose sight of the indirect effects 
of the Mental Health Week program which, 
although secondary to the direct effects al- 
ready discussed, were equally pertinent to 
the over-all evaluation. In particular, one 
must consider how the effects of the Mental 
Health Week program for these four se- 
lected groups of visitors can influence non- 
visitors. The clergymen might serve as an 
example. If we look at their characteristic 
responses to items 12, 14, 15, 20 and 13 we 
find that they felt sympathetic and wanted 
to help, that their interest in mental health 
had been increased by this experience, that 
mental illness was a problem with which all 
of them had direct contact, and that three- 
fourths of them expressed willingness to do 
volunteer work in this area. In suggesting 
improvements, they indicated the need for 
increasing publicity for the hospital or men- 
tal health four times more frequently than 
any other suggestion. In view of this pat- 
tern of responses we realize how effective 
they can become in furthering such educa- 
tive publicity: a conservative estimate of the 
number of parishioners directly represented 
by 100 of these clergymen is 25,000. Sim- 
ilarly, the potential influence on wider 
groups by the county officials, students and 
relatives can be inferred. 

In terms of the first objective of the study, 
the questionnaire responses: 


@ Demonstrated to those concerned that 
their efforts in preparing the program were 
largely successful. 


@ Showed the strong and weak points of 
the Mental Health Week program so that 
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specific changes can be made in planning 
next year’s observance. 


@ Brought forth the specific need of the 
community regarding mental health facili- 
ties that might be met to some extent by 
the hospital personnel. 


@ Revealed untapped sources of volunteer 
workers that could be utilized to supple- 
ment and enlarge the hospital’s treatment 
program. 

Regarding the second objective of the 
study, to demonstrate the value of research 
activity to the hospital staff, the effects of 
the study can be considered only as tenta- 
tive at this point. It seemed preferable to 
await concrete signs of such interest rather 
than to distribute an “attitude towards re- 
search” scale among the hospital staff. 
However, each of the individuals concerned 
in Mental Health Week was extremely in- 
terested in knowing the visitors’ response to 
the program on the days for which he had 
responsibilities, as well as to the over-all 
program. All agreed that certain changes 
should be made in next year’s program in 
the light of the questionnaire findings, and 
a committee was appointed to study the re- 
sults in detail. 

Although no one explicitly stated that 
research in general should be encouraged 
within the hospital, there were some heart- 
ening developments following the study. 
Several members of other departments ap- 
proached members of the psychology de- 
partment and asked their assistance in de- 
signing studies to meet their own particular 
research problems. This was not done on 
an inter-departmental level, but rather on 
the level of one professional worker asking 
another to contribute his skills in solving 
particular problems. This happened on 
three separate occasions within a week after 
the preliminary results of the study had 
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been disseminated. It is too early to know 
whether these projects will materialize but 
the latent interest has been brought to the 
surface. Also, the hospital’s interest (which 
in past years had been rather conspicuous 
by its absence) was expressed. The four 
key psychiatric administrative supervisors 
enthusiastically stated that this was just the 
type of “practical” research that should be 
encouraged in state hospitals. This expres- 
sion of their willingness to sponsor such 
“practical” research could lead to the de- 
velopment of an appreciation of the prac- 
ticability of undertaking more “theoretical” 
investigations. This is an encouraging sign 
for a geographically isolated state hospital 
that has been almost exclusively service- 
oriented, if not custodially oriented, for 
over 40 years. 

It is even more difficult to assess the ef- 
fects of the study on the morale of the pro- 
fessional staff. No one who had been a part 
of the study could help but notice the sense 
of purpose of the participants; this was “our 
hospital’s study.” One concrete result is 
that the weekly departmental seminars are 
currently becoming more regularly involved 
with the discussion and implementation of 
research proposals. One previous project 
is being brought to completion and exten- 
sions of this, and new, projects are being 
discussed. In addition, staff members are 
now more alert to problems in the hospital 
that could be studied. 

It was agreed by the Mental Health Week 
Committee that in the future an evaluation 
should be done of each year’s program. 
Results will influence the planning of these 
activities, and the method of evaluation will 
itself be refined with a view to constructing 
an instrument optimally suited to the assess- 
ment of the structure and effectiveness of 
Mental Health Week programs. It was sug- 
gested that next year we also investigate the 
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effect on patients of this influx of thousands 
of visitors; how do the patients perceive the 
phenomena of the Mental Health Week 
program and what are their attitudes and 
suggestions? 


SUMMARY 


As the annual observances of Mental 
Health Week constitutes one of the few 
links between state hospitals and the sur- 
rounding communities, and considerable 
time and effort are invested in them, it is 
important for hospital authorities to gauge 
their effectiveness. The present study repre- 
sents an evaluation of a 4-day program at 
a midwestern state hospital which was at- 
tended by over 2,500 visitors. 

A 20-item questionnaire was administered 
to randomly selected groups each day. The 
visitors completed the forms anonymously. 
Some of the more important findings of 
the study follow: 


1. On some days, more than half of the 
visitors had attended previous Mental 
Health Week programs at the hospital. 
Hence, it seems inadvisable to use identical 
activities or displays on succeeding years 
unless parallel activities are scheduled. 


2. Although most visitors are interested in 
returning to next year’s program, a large 
number are not sure. This may indicate 
the value of informing the relatives that 
they need not have a family member in the 
hospital to attend a Mental Health Week 
program, and of considering ways in which 
graduating high school seniors may con- 
tinue to find constructive outlets for their 
interest in mental health issues. 


3. The largest number of visitors drove 
over 100 miles to attend the program. This 
showed the need for scheduling activities 
in the afternoon and evening rather than 
in the morning. 


4. Many visitors resent a “guided tour” ap- 
proach to the Mental Health Week pro- 
gram. They prefer to see the treatment 
facilities and patient activities rather than 
the physical plant of the hospital. 


5. There were marked differences between 
the groups as to the types of program they 
preferred. Families of patients and high 
school students preferred hearing lectures 
to participating in discussions. More artic- 
ulate visitors, such as clergymen and county 
officials, were evenly divided as to which 
they preferred. These differences in pref- 
erence raised the question of optimal use 
and structuring of “participation” activi- 
ties. 


6. There were striking changes in the visi- 
tors’ perception of the hospital. Many who 
expected to find it “like a prison” and with 
“patients acting peculiar” reported that 
they found it to be “just like any hospital.” 
As a result of the program, favorable de- 
scriptions of the hospital increased from 
207 to 357; unfavorable descriptions de- 
creased from 199 to 17. 


7. The most frequently aroused feelings of 
the visitors were sympathy and a desire to 
help. This raised the question of possible 
modes of involvement. 


8. In suggesting improvements for the hos- 
pital, the patient’s relatives focused on se- 
curing more staff and increasing the num- 
ber of recreational activities for patients. 
The students were more interested in im- 
proving the buildings and more staff. The 
clergymen were most concerned with more 
educational programs for mental health. 
The county officials were most interested in 
enlarging the hospital and in more out- 
patient services. 


9. Visitors generally had very favorable im- 
pressions of the hospital staff members they 
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contacted, considering them friendly, easy 
to talk to, sympathetic and competent. 


10. Over 95% of the visitors on all days 
reported that the program increased their 
interest in mental health. 


11. A high percentage of the visitors re- 
ported that they would be willing to do 
volunteer work at the hospital. 


The results of the study were well re- 
ceived by the hospital staff. Certain specific 
changes in next year’s program were rec- 
ommended. A more favorable climate for 
research activity was created, and several 
staff members from other departments ex- 
pressed an interest in undertaking studies 
relating to other aspects of the hospital’s 
psychiatric program. 








LUCILLE HOLLANDER BLUM, Pu.D. 


Not all are definitely defective 


The instances of conspicuous difference be- 
tween a child’s level of functioning and the 
level of his capacity are almost legion. In 
my experience it is far from uncommon for 
parents to bring their child to my office 
with the complaint that he is doing poor 
or failing school work. The results of in- 
dividual intelligence tests then frequently 
show the child to have mental abilities 
which more than qualify him to deal with 
what is required of him at the time insofar 
as school achievement is concerned. An 
impressive example of what can exist by 
way of disparity between levels of perform- 
ance and potential is the case of a 12-year- 
old youngster who was referred to me be- 
cause of failing grades. Tests showed he 
had an intelligence quotient of 161, which 
classified him not only as having very su- 
perior capacities but also placed him in a 
group equaled or excelled by only one out 
of 10,000. 


Some observations 
on pseudo-retardation 


and parental concerns 


Along with their concern about the child’s 
achievement parents frequently voice com- 
plaints against the school, the teacher or 
both. And while there may be real reasons 
for criticism of the school, findings indicate 
that the difficulty occurs at least as often 
among children who attend a school of 
high standing as among those who do not. 
In fact, inadequacy of functioning by the 
child seems to have its roots not so much 
in the school as in the almost universally 
chronic disorder among parents, namely, 
the endless worry to help the child get 
quickly ahead! 

The factors in our society of strong en- 
vironmental pressures and competition to 
achieve have been pointed up by research 
workers in the field. Child (6), for example, 
in a discussion of cultural pressures and 
achievement motivation states: “The degree 
of stress upon achievement in our child 
training is very high indeed, strikingly illus- 
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trated by the fact that achievement pres- 
sures are in a sense exerted even at an age 
when they cannot possibly have an effect, 
as in praising a young baby for his birth- 
weight or his liveliness, or at an age when 
they can hardly be other than detrimental, 
as in the early imposition of severe demands 
for achieving cleanliness.” 

With pressures for early motor and verbal 
development as forerunners, intellectual ac- 
complishment becomes the focal point of 
parental concern, and consequently for par- 
ental demands, as the child nears school 
age. 

In defense of the parent, it might be said 
that his own feeling of uncertainty as to 
his role and his child’s future seems an im- 
portant factor in the strenuous demands he 
makes. 

Obviously enough, every child does not 
respond with inadequate behavior to the 
standards set up for him. The particular 
child’s response depends upon a whole set 
of more or less complex circumstances 
which include such factors as the overall 
parental attitude, the degree of pressure 
and the child’s intellectual equipment. A 
very superior child may, for example, tend 
to take on the high goals that his parents 
have set for him as his own goals and so 
function very competently at a high level. 


DEVELOPMENTAL READINESS AND 
ENVIRONMENTAL STIMULATION 


On the other hand, fundamental principles 
of growth and development play an all- 
important role. These laws indicate the 
influence of maturational factors on the 
child’s ability to profit from “nurture,” 
whether in such matters as training for 
bladder control and walking, or in intel- 
lectual performance. 

The principles of growth and develop- 
ment as they relate to rehabilitation of the 
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cerebral palsied child and to problems of 
retardation in general have been considered 
in earlier studies (2, 3). In these papers the 
effects of special stimulation are discussed. 
It will be sufficient to report here that re- 
search reports dealing with acceleration of 
mental growth through added stimulation 
or pressure describe results which on the 
whole tend to be negative. The exceptions 
are those instances where there has been 
marked deprivation. 

Negligible results where special methods 
to hasten development have been brought 
to bear seem to hold in such fields as nutri- 
tion and clinical endocrinology (4) as well 
as in educational programs. 

In a study designed to determine whether 
or not specialized training raises the child’s 
intelligence quotient, Graves (7) found no- 
table increases in IQ’s of children who were 
tested, coached and retested with the same 
items. A falling-off of increment with the 
passing of time was found, however, in the 
tests three months and one year later. 
Grave’s study illustrates how a child sheds 
or sloughs off, so to speak, what he is 
developmentally unready to assimilate. 

An aspect of the expression of growth 
indicated by the foregoing study is the 
principle of resistance to displacement. 
Olson (11) describes the principle as fol- 
lows: “Any organism in a systematic rate 
of change of growth tends to resist displace- 
ment caused by factors involving extra 
stimulation or deprivation and to restore a 
projection of the original rate when the 
factors are removed.” It might be added 
that restoration of the original rate refers 
to the course of development particularly 
characteristic of the given child. 

Developmental laws are well summarized 
by Olson. He states that the child has a 
design for growing. Optimum nurture ful- 
fills the design. A child tends to grow more 
rapidly to make up for temporary periods 





of deprivation. But attempts to force 
growth are resisted. 


EFFECTS OF PARENTAL 
PRESSURE TO ACHIEVE 


Dynamically, a child normally seeks nurture 
in activities in accordance with his growth 
potential. From the standpoint of the en- 
vironment, the child tends to respond with 
the behavior esteemed by his culture—if the 
behavior is within his present equipment for 
possible successful response. Success brings 
with it the most gratifying reward, love from 
parents or other significant figures. On the 
other hand, behavior that is not adapted to 
the expectancy carries the likelihood of par- 
ental disapproval and threat to security. 

Again it should be stated that there is no 
simple cause-and-effect relationship in in- 
stances where the child’s functioning is in- 
adequate to his capacity. The multiplicity 
of factors which may be associated with the 
problem is suggested by Pearson’s (12) sur- 
vey of learning difficulties. Pearson points 
up that learning difficulties are essentially 
a problem of ego psychology. The various 
factors which hinder the ego may occur in 
the ego itself or as the result of influences 
emanating from superego or id. He con- 
siders eight different groups of causes of 
diminished capacity to learn with both di- 
rect and indirect influences. 

For purposes of this discussion, however, 
it seems sufficient to state that consistent 
with what is known about the nature of de- 
velopment and adjustive behavior, marked 
differences between levels of capacity and 
functioning are usually symptomatic of the 
child’s failure in dealing with harsh de- 
mands. 

In addition to poor scholastic achieve- 
ment there are frequently other symptoms 
as products of the difficulty in the child’s 
capacity to adapt to environmental pres- 
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sures. These symptoms appear initially in 
the psychological testing situation as appre- 
hension, timidity and uncertainty, and in 
a readiness to give up rather than attempt 
to work through a test item which would 
normally be a comfortable challenge. In 
most instances, however, these children 
tend to respond favorably to an individ- 
ualized approach to obtaining an estimate 
of their mental abilities. I have found that 
in an atmosphere which appears casual and 
pervaded with reassurance and encourage- 
ment the quality of the child’s total per- 
formance usually approximates that of his 
potential or capacity. 

It is indeed regrettable that the stern 
measures which seem to cause the psycho- 
logic disfunctioning in the first place be- 
come even more severe as the child demon- 
strates his inability to achieve. What seems 
to occur is that parental concern becomes 
intensified and thus the child’s symptoms 
are exacerbated. 


THE PSEUDO-RETARDED CHILD 


There is another group, however, with psy- 
chologic disfunctioning where the implica- 
tions are far more serious. I refer to those 
children who have normal or superior po- 
tential, fail in school work and, in contrast 
to the former group, show defective mental 
capacity on the basis of intelligence test 
performance. It is with this group, the so- 
called pseudo-retarded, that this discussion 
is primarily concerned. 

A diagnosis of pseudo-retardation is a 
diagnosis in retrospect: a child previously 
diagnosed as retarded subsequently is found 
not to be. Obviously, the extreme gravity 
of the problem rests in the earlier diagnosis. 
The management of a child who is irrever- 
sibly feebleminded differs considerably 
from the care and handling of a child whose 
potential is average or better. 
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The literature on pseudo-retardation sug- 
gests that the diagnosis is generally psycho- 
metrically oriented. I have found that the 
psychometric results—with its classification 
“retarded,”—in most instances merely tends 
to supply objective evidence of what the 
adults who are in daily contact with the 
child already believe. In other words, the 
child’s behavior has already, in one way or 
another, raised doubts about the normalcy 
of his mental status. 

It is not to be presumed that an incor- 
rect diagnosis implies a careless or neces- 
sarily inexperienced approach. Cassel (5) 
points out that the most experienced and 
painstaking clinician may be guilty of in- 
sufficient examination. Cassel states that 


although every one of the specific causes 
appears to be quite obvious when singled 
out, in the clinical situation they often re- 
Kanner (8) lists a number 


main obscure. 
of conditions which are especially apt to 
mask the child’s intellectual potential. 
Among these conditions are visual difficul- 
ties, hearing impairment, negativism and 
schizophrenic withdrawal. In his discus- 
sion of feeblemindedness Kanner describes 
the “determinants” necessary to be con- 
sidered in every instance of retardation. 
The many aspects of the problem of under- 
standing the condition are perhaps best 
indicated by his list of determinants. These 
are: genetic, cultural, material, physical, ed- 
ucational and emotional in kind. Simi- 
larly to Kanner, others in the field have 
given rather comprehensive lists of condi- 
tions or groups of individuals in discussing 
pseudo-retardation. 

In contrast, the present consideration of 
casual factors may perhaps seem somewhat 
of an over-simplification. If inadequate 
functioning such as that described earlier 
may be regarded as indicative of the child’s 
failure to adapt to environmental pressures, 
then I believe it may be said that pseudo- 
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retardation is evidence of the child’s fur- 
ther inability to respond to severe demands. 
Contrary to the group whose functioning is 
inadequate, but whose levels of test per- 
formance and capacity are comparable, the 
pseudo-retarded child not only functions 
inadequately but has developed a wall of 
stupidity to defend himself from external 
stimuli which are anxiety-provoking and 
with which he is unable to cope. 

Other writers have described pseudo-re- 
tardation from a somewhat similar point of 
view. Altable(1), for example, says that 
the pseudo-mentally deficient individual is 
one with disorders of personality which 
cause a diminution of his cognitive capacity. 
An all-important question might then be 
raised as to the nature of the environmental 
demands which cause these children to ad- 
just in the particular way they do. 

It would seem that where pseudo-retarda- 
tion occurs the child has protected himself 
from pressures even more formidable than 
the very strong achievement strivings which, 
as indicated earlier, characterize our so- 
ciety. On the other hand, the unreasonably 
high demands which the parent imposes 
in these instances appear to be an ex- 
pression of his own deep concern, of which 
he may be unaware, that perhaps his child 
hasn’t the intellectual equipment to make 
the grade, so to speak, at all. But what are 
the threatening elements which cause these 
parents to be beset with such fears and mis- 
givings? 

Some answer to the question appears to 
have emerged from the data that I have 
obtained in my history-taking of children 
brought to me for examination because 
they were presumably retarded. I have 
noted almost invariably that the child was 
an adopted child or he belonged to a family 
where there already was a member who 
suffered a mental disorder either organic 
or functional. 





PSEUDO-RETARDATION 
AND ADOPTION 


It is readily recognized that adoption is for 
the adopting parent an experience with 
deep emotional aspects. The strong per- 
sonal significance of adoption is suggested 
by McCormick (10), who points up that the 
ability to produce a child is a fulfillment 
of womanhood and manhood, a sort of 
proof of adequacy against the insecurities 
and anxieties present in every human per- 
sonality. It has been suggested that adop- 
tion is basically an attempt to compensate 
for the failure to procreate. 

In line with the attempt to compensate 
for what they regard as an inadequacy, the 
adoptive parents frequently seek to obtain 
“a perfect child.” This is often reflected 
not only in the exaggerated concern over 
inconsequential defects when the adoptive 


parents first see the child, but also later in 


the high goals set for him. In such in- 
stances the very harsh conditions under 
which the adopted child may experience ac- 
ceptance make his poistion, from the stand- 
point of security, a most tenuous one in- 
deed. The parental attitude, readily felt 
by the child, appears to be suggested by 
Prentice (13) in her book, An Adopted 
Child Looks at Adoption, when she says, 
“The burden of my obligation to be a per- 
fect specimen was too much for me.” 

Coupled with the doubts about them- 
selves, adoptive parents frequently worry 
lest the child evidence some undesirable 
traits of his own, since in most instances the 
identity of the child’s true parents is with- 
held. It can be seen then how anxiety 
about unknown factors, together with the 
adoptive parents’ feeling of inadequacy re- 
lating to their role, might cause them to 
exert pressures on the child even more 
strenuous than those exerted by natural 
parents. 
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It should perhaps be indicated here that 
the foregoing interpretation does not in- 
tend to imply that an atmosphere of anxiety 
and unreasonably high standards insofar as 
the child’s achievement is concerned are 
representative of adoptions in general. If 
the ability to function adequately is used as 
a measure of adjustment, then it may be 
said that in many instances of adoption the 
reverse condition prevails, i.e., the child en- 
joys the kind of acceptance which encour- 
ages the release of abilities. That there are 
in many instances conspicuous develop- 
mental gains subsequent to the child’s place- 
ment with adoptive parents has been con- 
firmed by Dr. De Leo, attending pediatri- 
cian at the New York Foundling Hospital. 
In a recent conversation with him he told 
me that through the years he has frequently 
noted impressive progress when children he 
had examined developmentally prior to 
adoption visited the hospital at school age. 
My data, however, suggest that pseudo-re- 
tardation in an adopted child is an out- 
come of severe pressure by the parent for 
the child to achieve. 

The following two cases are presented as 
illustrative of the problem. 


MARY 5S, 11 YEARS, 9 MONTHS 


Mrs. S’s chief complaint about Mary was 
that she was doing very poor work in school 
and showed lack of interest. Mary had 
been adopted at the age of 114 years. The 
information that she was an adopted child 
had been withheld from her. She was the 
only child in the family. Subsequent to 
the adoption, the family had moved several 
times in a few years, which Mrs. S believed 
was the basis for Mary’s “unsettled feeling.” 

Mrs. S appeared to be in her early forties. 
Her manner in general, especially her 
speech, seemed somewhat hurried. She had 
worked intermittently during Mary’s early 
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years, and Mary was cared for by her grand- 
mother. At present Mrs. S was employed 
as secretary in an educational institution. 
Mr. S was in government employ in a 
supervisory position. 

Mrs. S told me that Mary had been tested 
prior to adoption and that the results indi- 
cated she was “college material.” But the 
child’s school history seemed to bear evi- 
dence to the contrary. Mary had been left 
back twice in the second and third grades 
and at present was failing miserably in all 
subjects in the fifth grade, where she had 
been placed so that she could be with chil- 
dren her own age. Living in a suburban 
community, Mrs. S feared Mary would be 
singled out as the “town idiot.” 

Through the child’s early years the adop- 
tive parents approached the problem in a 
“very stern and impatient” manner. This 
information Mrs. S volunteered. She added 
that both she and her husband had subse- 
quent feelings of guilt.- They were now 
earnestly attempting to be patient and un- 
derstanding. The parents’ intense anxiety 
toward their young adopted daughter 
seemed further reflected in the very strong 
punitive measures resorted to in their ef- 
fort to get her to achieve according to their 
expectations. For example, in the super- 
vision of school homework, the mother 
would stand over Mary with a paddle in 
hand which she applied whenever the child 
gave an incorrect response. 


PSYCHOLOGICAL EXAMINATION 


Mary was a sturdy-looking youngster who 
seemed somewhat heavier than average for 
her age. She was impeccably dressed in a 


starched blue cotton dress. Her manner 





1The responses indicated good form; there were 
more than the average number for her age, both of 
whole responses, which were well organized, and 
movement responses. 
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was friendly and she smiled as she re- 
sponded to my comments made in an effort 
to engage her in informal conversation. 

She responded to the intelligence test 
items with seeming apprehension and un- 
certainty. Her answers were slow and la- 
bored and she showed a tendency to give 
up readily and say, “I don’t know.” She 
frequently injected self-critical comments 
relating to her responses such as, “I made 
it crooked” and “I wish I could get it 
right.” In the item, number concepts, she 
placed the blocks with meticulous care; her 
figure drawings were characterized by rigid- 
ity of line. 

On the Revised Stanford-Binet Scale of 
intelligence, Mary obtained a mental age of 
6 years, 4 months and an intelligence quo- 
tient of 54. This of course placed her in 
the classification “mentally defective.” She 
passed the vocabulary test at the 6-year 
level. Her highest success was at the 8-year 
level in a test involving memory of a story. 

Mary’s response to the Rorschach test 
showed, on the other hand, that the young- 
ster definitely and unquestionably had su- 
perior capacities. It might be mentioned 
here that my estimate of Mary’s capacities 
was confirmed by another worker who, in- 
dependently and without any information 
other than the necessary facts such as age 
of the subject, analyzed the total Rorschach 
record. This procedure of so-called “blind 
analysis” was also carried out with on the 
other two Rorschach records discussed be- 
low. 

In Mary’s case, there were features? in 
the responses which are not found in in- 
stances of true feeblemindedness. The rec- 
ord showed that she was unable to func- 
tion on a level comparable to her capacities 
because of severe emotional interference 
which at times was so marked that thinking 
became irrational. The content of the rec- 
ord showed in fact that extreme environ- 








mental pressure had been exerted for Mary 
to achieve intellectually and that she had 
been overwhelmed by this treatment. 

In the social area, almost complete repres- 
sion of spontaneity was indicated. She 
tended to avoid social contacts whenever 
possible even though the record showed 
clearly that basically she was outgoing. Her 
avoidance of contacts pointed in the direc- 
tion of an environmental problem with 
which she was unable to cope. 

A final aspect of the Rorschach protocol 
that is pertinent to this discussion is that it 
contained many neurotic features and indi- 
cated urgent need for psychiatric help. The 
record resembled most closely the records 
of poorly adjusted anxious psycho-neurotics 
with schizoid trends. On the basis of the 


total picture, one would expect that if a: 


break did occur it would be in the direction 
of a psychosis. 

The conspicuous difference between 
Mary’s level of performance on the one test 
and level of potential as indicated by the 
other points up further the importance of 
basing evaluations on more than one diag- 
nostic technique. Particularly where there 
has been strong parental pressure for in- 
tellectual achievement, the child frequently 
is threatened when confronted with ques- 
tions such as those which make up intelli- 
gence tests and are asked in accordance 
with standardized techniques. The testing 
situation has for the child too many ele- 
ments which bear similarity to painful 
home experiences and parental testing of 
his achievement. The Rorschach tech- 
nique, with its unstructured material and 
opportunity for freedom of response, seems 
in most instances to be less anxiety-provok- 
ing. 

Again there are times, however, when an 
estimate of intellectual status based to some 
extent on objective measurement has, of 
necessity, to be exclusively psychometrically 
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oriented. This was the case in examining 
Alice. 


ALICE, 3 YEARS, 8 MONTHS 


There was an urgency to Mrs. C’s request 
for an appointment. The reason she gave 
was that only a few days remained before 
the expiration of the 1-year period to legal 
adoption of the child. Mrs. C said Alice’s 
problem was poor comprehension as well 
as limited speech. She further reported 
that Alice cried and rocked in bed at night 
—all signs, as Mrs. C put it, of retardation. 
There had been a recent examination by 
a professional worker which confirmed the 
adoptive parents’ suspicion of feeblemind- 
edness. Mrs. C said she wanted another 
opinion since there was still time to “give 
the child back.” 

Both parents accompanied Alice for the 
examination. Mrs. C appeared to be in her 
late thirties. She was a former elementary 
school teacher. Her upset was quite ap- 
parent by her manner in general and by the 
tears which readily came as she spoke about 
Alice. Mr. C seemed to be in his early 
forties. He was self-employed in manufac- 
turing. He had a quiet manner and his 
only participation in the conference was to 
inject a comment here and there, as Mrs. C 
excitedly poured out the complaints and 
gave the information in response to my 
questions. The adoptive parents had a 
child of their own, a boy of 7. 


PSYCHOLOGICAL EXAMINATION 


Alice was a nice-looking little girl of aver- 
age size for her age. She sat quietly with 
seeming interest in the test materials as I 
presented them. There was no understand- 
able speech during the period of examina- 
tion. At the outset she appeared to have 
considerable difficulty in comprehending 
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the test questions and directions in response 
to the Revised Stanford-Binet Scale. I soon 
found that once Alice did understand what 
she was requested to do she gave a direct 
response quite unlike that of a true feeble- 
minded child. She achieved success on the 
3-hole form board at the 2 years, 6 months 
level and at the 3-year level, and at the 
3-year level she also passed the following 
tests: stringing beads, building a bridge, 
and copying a circle. Drawing a cross was 
successfully performed at the 3 years, 6 
months level. The Stanford-Binet Scale is 
heavily weighted with verbal items, and 
speech seemed the stumbling block in 
Alice’s case. Consequently I could not ob- 
tain a mental age and 1Q on this test. 

By now it occurred to me that a hearing 
impairment might possibly be a causal fac- 
tor in the seeming retardation. And so I 
attempted to get some objective evaluation 
of Alice’s abilities by introducing the Mer- 
rill Palmer scale, an intelligence test made 
up largely of items requiring the manipu- 
lation of concrete materials. When neces- 
sary, I used gestures to communicate direc- 
tions. 

Alice’s response to this test was in marked 
contrast to her earlier behavior. She 
worked steadily along, smiled and seemed 
pleased with her accomplishments. In a 
couple of instances she even sang as she 
worked. Her highest success was with two 
tests (picture puzzle and form board) at the 
54-59 month level. On the basis of her 
performance on this scale her mental age 
was 3 years, and 4 months; her 1Q 103. This 
estimate of Alice’s intelligence I regarded 
as minimal and influenced by what I now 
felt to be the handicap of defective hearing. 
(That Alice had impaired hearing was con- 
firmed some days later through hearing 
tests.) 

Since the measure of Alice’s intelligence 
placed her within the normal range she 
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did not, of course, come under the category 
of pseudo-retarded as described above. I 
have included this case, however, to point 
up how essential it is in the clinical situa- 
tion to consider all possible determinants 
of apparent retardation. But I have also 
cited this case to indicate that even where 
there is some defect, such as Alice’s defec- 
tive hearing, it is frequently the parent’s 
attitude, more than the defect, which con- 
tributes to the retarded behavior. For Mr. 
and Mrs. C their adopted child’s delayed 
speech and difficulty in understanding what 
was said readily became evidence substanti- 
ating the doubts and misgivings they had to 
begin with. The intensity of this adoptive 
mother’s anxiety about the intellectual 
status of her child was conspicuously re- 
flected in her response when I gave the 
report of my findings. She cried, ques- 
tioned the test results, and held to her con- 
viction that Alice was feebleminded. 


INTELLECTUAL IMPAIRMENT 
IN THE FAMILY 


The histories of the rest of the group under 
discussion showed that in almost every in- 
stance there was a family member—a sib- 
ling, paternal or maternal uncle or aunt— 
who had preceded the pseudo-retarded 
child with disturbance in intellectual func- 
tioning. Although there was this familial 
coincidence (and inheritance cannot be 
ignored), my data tend to show that it was 
not heredity but the parent’s idea of he- 
redity that figured in the pseudo-retarda- 
tion. Regardless of the causal factors, these 
parents felt that the deviant behavior al- 
ready present in the family predestined the 
child to comparable mental disorder. This 
notion was enough to add weight to the 
anxiety that the parents had already ex- 
perienced in their relationship to their 
child. 











The way in which parental anxiety can 
override reason and logical thinking is evi- 
denced in the case of Joan. 


JOAN F, 6 YEARS, 11 MONTHS 


Mrs. F brought Joan to me on the advice of 
her pediatrician. The mother’s complaints 
were that her daughter was sluggish, men- 
tally slow and unwilling to learn. Joan 
was in the second grade but doing very 
poor work, and she couldn’t read. 

A note to me from the referring pedi- 
atrician stated that Joan seemed to suffer 
some retardation. The doctor reported 
that examination showed nothing patho- 
logical. Tests for hypothyroidism were 
negative. 


PSYCHOLOGICAL EXAMINATION 


Joan was taller and heavier than average 
for her age. She wore glasses. She was 
slow-moving as she walked to the room for 
the testing, and this seemed her character- 
istic gait. Once seated, she was friendly 
and talkative. 

During the testing she would become 
distracted for a brief period and then re- 
turn to concentrated attention. Through- 
out, she made frequent comments on her 
intellectual functioning such as “I’m 
smart,” “I even know how to color and 
read, but I can’t write.” She responded to 
praise of her performance with the com- 
ment, “That’s being very smart. My 
mother will know that I’m perfect.” 

On the Revised Stanford-Binet Scale Joan 
obtained a mental age of 5 years, 4 months. 
Her intelligence quotient was 77. The test 
results classified her as “borderline defec- 
tive.” There was a wide scatter and un- 
evenness in her performance. She failed 
as low as the 4-year level, passed items at 
the 8-year level. 
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Joan’s response to the Rorschach test 
showed that she had superior intelligence. 
It showed her to be very productive with 
good imagination. Anxiety and basic in- 
security were indicated. The record 
showed, in fact, that one would expect 
some difficulty in behavior because of her 
insecurity and need to work out some 
method of defense. 

The severe demands made upon Joan by 
her mother became apparent in my inter- 
view. For example, she had made a per- 
sistent attempt to change the child’s hand- 
edness from left to right. At the time, she 
was making strenuous efforts to get Joan 
to read. There was also worry because 
Joan couldn’t write on a straight line. Mrs. 
F said this against progressive education: 
“They don’t believe in forcing. If she 
doesn’t want to learn, she doesn’t have to.” 

Mrs. F volunteered that she herself had 
been an honor student. She felt, however, 
that her intelligence was “just average.” 
Her husband, a government official, had 
superior intelligence, she believed. 

She seemed deeply moved when, in re- 
porting the results of my examination, I 
told her that her daughter had superior 
potential. It was at this point that she let 
the skeleton out of the family closet. She 
told me that she had a son, now 11, who 
had suffered a brain injury in a difficult 
birth with instruments, and as a result he 
was defective. She had been told that men- 
tally he would not mature beyond 7 years. 
She quietly admitted that she had always 
been very worried about Joan because of 
her brother. And then this mother who 
only a few minutes earlier had told me of 
her own outstanding academic success asked, 
“Is it hereditary?” 


Authorities in the field of personality dis- 
orders have in most instances included 
intellectual impairment in their character- 


219 





izations of the child with schizoid or schizo- 
phrenic personality. A good deal of in- 
quiry into the etiology of these disorders 
has been carried out, but as Kanner (9) in- 
dicates much of the research has been lim- 
ited to endogenous factors and little at- 
tempt has been made to bring parental 
attitudes and childhood schizophrenia into 
relation to each other. 

In his Child Psychiatry Kanner concludes 
his consideration of the nature-nurture con- 
troversy with this observation: “Persons are 
accessible and modifiable, genes are not. A 
child, his attitudes, and other people’s atti- 
tudes toward him can be reached and 
‘adjusted.’ ” 

The progress in the following case gives 
credence to Kanner’s principle and at the 
same time shows again how the factor of 
already present impaired intellectual be- 
havior in a family member can tend to in- 
fluence the mother’s attitude toward her 
child. 


PETER G, 5 YEARS, 1 MONTH 


My contacts with Mrs. G and Peter were 


at a child therapy clinic! The mother 
brought the child upon the advice of his 
pediatrician. Mrs. G wanted treatment 
only for Peter but finally agreed to go along 
with the clinic’s policy that she also be 
seen on a regular basis. 

Mother and child had separate sessions 
once a week for two and a half years. Their 
visits were interrupted shortly after treat- 
ment started because Mr. G became ill. 
Treatment was resumed after an interval 
of a year and a half. 

Mr. G’s complaints in the initial inter- 
view were that Peter was a stubborn child 
and that he seemed backward and didn’t 





1The Postgraduate Center for Psychotherapy in 
New York City. 
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seem to understand what was said to him. 

Mrs. G was 42 years old. She was care- 
less in appearance and there was a some- 
what stark aspect to her dress; she didn’t 
allow herself the adornments of which, she 
later confided, she was so fond. Her man- 
ner was brusque. She sat poised, especially 
during the early phases of therapy, as if to 
defend herself and at the same time with 
what appeared to be an air of readiness to 
take off and get back to her daily chores. 
In addition to the management of her 
household, she relieved her husband every 
afternoon in the small neighborhood sta- 
tionery store they owned. 

Peter’s father was 50 years old. He was 
of large physique and immobile expression, 
and spoke and moved slowly. He worked 
hard in his store, but in contrast to his 
very efficient wife he seemed to accomplish 
results far from commensurate with the ef- 
fort invested. He lived a very circumscribed 
life in which work and rest figured largely. 
When his wife was in the store he would 
take over the care of Peter. He disciplined 
a good deal with threats and physical pun- 
ishment and was greatly feared by Peter. 
There was one other child, a boy of 16. 
The several contacts that I had with Mr. G 
indicated he had a schizoid personality, and 
his history suggested that in the past there 
may have been several psychotic episodes. 

It is not within the scope of this paper 
to consider the dynamics of the case nor to 
describe in any detail Peter’s and Mrs. G’s 
progress in therapy. In line with the pres- 
ent discussion it should be pointed up that 
Peter’s brother was also experiencing diff- 
culties in adjustment, but they did not af- 
fect his intellectual functioning. In fact, 
he was an honor student. One symptom 
of Peter’s difficulties was his apparent re- 
tardation. Mrs. G had been exceedingly 
over-protective with both her children, and 
she had dominated both. There appeared 











one conspicuous difference in her attitude 
toward her two children. Her older boy 
had been a quiet child and complied read- 
ily. His compliance reassured his mother. 
Peter, on the other hand, had been quite 
active. When he learned to move about, 
his mother said, he became destructive. 
Mrs. G told me how shocked she had been 
one day when Peter pulled two tubes out 
of the radio set and broke them. His be- 
havior confirmed Mrs. G’s greatest fear, 
namely, that her child had inherited the 
personality disturbance of his paternal 
uncle. Mr. G had a brother 32 years old 
who, the family doctor informed me, was 
schizophrenic and had undergone hospital- 
ization several times. Mrs. G could not 
forgive her husband that this illness in the 
family had been withheld from her prior to 
their marriage. 

The idea that her child was defective in- 


creasingly obsessed this mother. With her 
anxiety thus intensified she took Peter from 
doctor to doctor for an opinion. In one in- 
stance, glutamic acid had been prescribed. 
Mrs. G would ply Peter with questions to 
test him and to determine whether he 


could give reasonable answers. She told 
me that her brother-in-law did not under- 
stand too well what was said to him. Even 
before Peter entered kindergarten, his 
mother tried to teach him to read and 
write. She was afraid that he would be 
placed in a class for the retarded. 


PSYCHOLOGICAL EXAMINATION 


The following is from a report of tests given 
to Peter when he was 4 years, 9 months. 
The report was sent to the clinic by the 
psychologist who examined him at that 
time. 

Peter looked more like a 6-year-old than 
his 4 years, 9 months. He talked in a slow, 
laborious monotone as if each word had 
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equal value. Frequently his spontaneous 
talk rambled in a disconnected way from 
one subject to another. He followed sug- 
gestions and directions, but in a slow way 
and after a noticeable lapse of time. He 
showed little spontaneous interest in play, 
only a desire for physical activity and ex- 
ploration. 

On the Stanford-Binet test Peter achieved 
a mental age of 3 years, 7 months. The in- 
telligence quotient was 75, which classified 
him as “borderline defective.” 

The Rorschach record showed a tendency 
toward uncontrolled excitability when he 
was emotionally stimulated. There was 
neither the ability to adapt to others nor an 
attempt to make others adapt to him. 
There was just an excitability. The record 
further showed a tendency when he was 
left on his own to cling to, or to revert to, 
old infantile patterns of behavior. A good 
deal of free-floating anxiety was aroused 
on those occasions when he sought to lean 
on someone. 

The psychologist concluded the report 
with the statement that the weight of the 
test results and of the behavioral observa- 
tions strongly suggested a schizoid process 
as the main problem. 

For some time Peter’s behavior in ther- 
apy was very much like that described in 
the Rorschach report. To a large extent 
he behaved as if I were not present, and he 
tended to become highly excitable as he 
played with the toys in a repetitious and 
destructive way. When he did turn to me, 
which was infrequently, it was to request 
a story; it always had to be the same story 
read in exactly the same way. As he pro- 
gressed, he began to relate by reporting what 
occurred in school (as he customarily did 
in response to his mother’s questions) and 
by turning the pages of his notebook again 
and again to show me his school work. It 
was with much difficulty that he gradually 
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was able to forego the ritual pertaining to 
school work and to play with me. 

In a retest when Peter was 7 years, 6 
months old his mental age was 7 years, 9 
months and his intelligence quotient 103. 
On the basis of the test results Peter was 
classified as “‘normal or average.” Test re- 
sults were considered minimal at that time. 

That Peter’s potential was higher than 
that indicated by his performance was con- 
firmed by the Rorschach record. The rec- 
ord further showed that at times he func- 
tioned as well as the average but at other 
times he became overwhelmed and then 
functioned less well. Poor functioning 
seemed to stem from worry about himself 
as unworthy and not acceptable. 

The record seemed to indicate that a 
terrific ambition was holding him up in his 
intellectual functioning. On the other 


hand, a somewhat compulsive element 


seemed at times to interfere with his func- 
tioning. The compulsive trend helped to 
control his anxiety. He seemed to feel that 
things had to be just so, and if they were 
not he would worry. 

Reports from school at this time indi- 
cated that scholastically Peter was holding 
his own. In arithmetic he was among the 
top pupils in the class. 

Peter was by no means over his difficul- 
ties, as the second Rorschach record indi- 
cated. Mrs. G had gained some awareness 
of her role in the problem, and although 
she herself did not seem to have undergone 
any appreciable basic change her behavior 
toward Peter was less protective and less 
expressive of her anxieties about his intel- 
lectual abilities. With evidence now from 
Peter’s school progress that he was not de- 
fective Mrs. G decided to terminate therapy 
at least for the present. 

Kanner, in his discussion of childhood 
schizophrenia, states that if curiosity about 
dynamics cannot answer the question why 
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certain children react schizophrenically, it 
can explain how they have come to react in 
the way they do. The present paper has 
attempted to show how a parent’s harsh de- 
mands can limit the child’s intellectual 
functioning to such a degree that it appears 
retarded. 


RECAPITULATION 


This paper is concerned with the psycho- 
logical evaluation of children. In a general 
way the paper considers the child who func- 
tions intellectually at a level more or less 
conspicuously below the level of his abilities 
as measured by standardized intelligence 
tests. The disparity between levels of per- 
formance and capacity are viewed as an out- 
come of the parental anxiety which tends to 
prevail in our society, and which is ex- 
pressed as strong pressures for the child to 
achieve. 

More specifically, the paper deals with 
the child who functions inadequately and 
shows defective capacity in intelligence test 
performance, but whose potential is normal 
or superior. This is the child who is classi- 
fied as pseudo-retarded. 

The numerous possible determinants of 
pseudo-retardation are considered. The 
writer gives prominence, however, to the 
parental attitude and the bombardment of 
demands on a child who is developmentally 
unable to respond. 

Data obtained in interviews with the 
parents of children the writer diagnosed as 
pseudo-retarded were analyzed. A finding 
which seems pertinent to the problem is 
that two particular kinds of circumstances 
appear to intensify parental anxiety and 
consequently to influence pseudo-retarda- 
tion. The child was either an adopted 
child or was born into a family where 
there was a history of mental disorder either 
organic or functional. Two cases illustrat- 





ing each of these circumstances are pre- 
sented. 

Fifteen percent of the children in the 
study were diagnosed as pseudo-retarded. 
The reader is reminded that a diagnosis of 
pseudo-retardation is made in retrospect. 
The frequency of cases seems conspicuous 
when considered from the point of view of 
the earlier incorrect diagnosis and its im- 
plications for the child’s future. The fre- 
quency of incorrect diagnosis suggests, how- 
ever, that there are many factors which 
may tend to obscure the child’s potential 
even from the painstaking and experienced 
clinician. 

In recent years there has been a conspic- 
uous growth of interest in the mentally 
defective child. Currently there is a wide- 
spread movement for his rehabilitation. It 
is hoped that the findings of the study may 
help to alert the clinician to the possibility 
of pseudo-retardation when a child appears 
retarded and is an adopted child or when 
there is a previous history in the family of 
impaired intelligence. 

Perhaps in a wider sense the paper is an 
appeal for the utmost caution in diagnosis, 
since low 1Q and other symptoms regarded 
as indicative of defective intelligence often 
mask a normal, if not superior, intellectual 
capacity in a child who is struggling with 
other kinds of serious problems. 
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Psychiatric problems 


in an urban university 


In a recent poll of college presidents (1) 
nearly half of 116 college presidents were 
concerned with the problem of the best co- 
ordination of student counseling services 
and more than half felt that the major 
health problem in their universities con- 
cerned the emotional difficulties of their 
students. 

The presence of psychiatrists in college 
and university health services has been of 
relatively recent origin; almost all of the 
literature on the subject has appeared since 
1920, when Dr. Karl Menninger established 
a counseling service at Washburn College 
(2). Since then there has been a steady 
growth in the provision of psychiatric serv- 
ice to the university population, ranging 
from none to a full-time psychiatric staff 
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providing treatment for students, faculty 
and administrative personnel. There arises 
the obvious problem of what sort and how 
much service the psychiatrist can provide 
and to whom. This is usually resolved as 
a function of the amount of money allotted 
for the purchase of the psychiatrist’s time, 
the number of students seeking help and 
the attitude of the faculty, the administra- 
tion and the medical-surgical colleagues of 
the health service. 

Since the first articles appeared discussing 
mental health problems in college and uni- 
versities, there has been somewhat of a 
change in the thinking about the clinical 
conditions encountered. At first the litera- 
ture emphasized the relative mildness, brief 
duration and quick results available with 
treatment (3,4,5). Then there was ex- 
pressed a note of caution to the effect that 
the quick relief of symptoms was frequently 
obtained without the discovery or resolu- 
tion of underlying conflicts (6). Gradually 





other evidence accumulated indicating that 
the general type of problem seen was simi- 
lar to that of any clinic or private practice, 
but that motivation was high, there seemed 
to be rapid improvement, and permissive- 
ness and latitude in giving sick students a 
chance to stay in school and to come back 
were justified (7, 8, 9). 

To present some of the details of our 
experiences we have summarized and tabu- 
lated by diagnostic categories those students 
whom we saw as psychiatric patients from 
August 1952 through September 1956. 
Since we provide health services for a full- 
time student body of some 10,000 under- 
graduate and graduate students, it is to be 
noted that we saw only a fraction not only 
of students with psychiatric problems, but 
also only a fraction of students actually re- 
ceiving psychiatric treatment. The fact 
that there are psychiatric facilities, both 


public and private, available in the metro- 
politan community affords many students 


the opportunity for help. In addition, 
there is a large commuting population, so 
that it is likely that a good many emotional 
problems are dealt with in various ways at 
the home and family level. 

Table 1 summarizes the diagnostic cate- 
gories encountered. The great majority 
(78%) of students presented problems con- 


TABLE | 


Distribution of diagnoses, 1952-56 
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sistent with long-standing emotional diffi- 
culties (that is, character disorders in which 
the preponderance of the evidence is that 
the symptomatology is deep-seated, fixed 
and alterable only with considerable long- 
term treatment) or neurotic reactions with 
full-blown obsessive or depressive sympto- 
matology indistinguishable from that seen 
in an adult psychiatric clinic. Our experi- 
ence has been that the preponderance of 
our students are neither “fresh from their 
symptoms” (10) nor suffering from transient 
situational or adjustment problems which 
can be managed quickly. Nor is it our 
impression that our students are different 
in this regard from students of neighboring 
institutions. It is our further impression 
from our data that overly optimistic and 
short-term therapeutic results cannot be ex- 
pected in a majority of instances. 

We have used our observations to evolve 
a program of psychiatric care which is de- 
signed to meet the problems that arise with 
the facilities we have available. Psychiatric 
consultation and treatment is an integral 
part of the system of medical service made 
available to students. Consultations, for- 
mal and informal, are also held with our 
medical colleagues concerning students seen 
in the clinic or hospitalized in the infirm- 
ary. We are, of course, especially interested 





DIAGNOSES 


NUMBER OF CASES 


PERCENTAGE 





Neurotic reactions 

Personality disturbances 
Transient situational disorders 
Psychotic reactions 
Psychosomatic reactions 
Neurological disorders 
Evaluation only 


35% 
43% 
11% 
1% 
.06% 
03%, 
3% 


112 
138 
36 
23 
2 


10 








in those bodily disorders that arise in part 
or in whole as a result of emotional stress. 
Continuing discussions take place with the 
director of the division as to matters of 
policy and as to a variety of administrative 
problems revolving around disciplinary 
problems, housing problems and admission 
policies as well as more formal psychiatric 
or medical practices. 

Policy concerning the admission of stu- 
dents who have had a psychotic episode in 
the past or the readmission of such students 
is a subject that is frequently under discus- 
sion. Our purpose is to give such students 
every possible opportunity for rehabilita- 
tion, and thus we pursue a liberal policy 
toward admission or readmission. The fact 


is that we tend to be guided more by the 
functional capacity of the patient than by 
the absence or presence of symptoms that 
are consistent with a psychotic reaction. 


We also see students already enrolled who 
develop psychotic reactions or students in 
whom such disorders were not detected 
upon admission. In similar fashion we are 
guided here by the ability of the student to 
do his work and to get on reasonably well 
with faculty and classmates rather than by 
the presence of certain of the characteristics 
of schizophrenia. Should the student’s be- 
havior become manifestly disturbed despite 
our efforts at therapy, we find it necessary 
usually to suggest separation from the uni- 
versity for medical reasons and also to sug- 
gest hospitalization. 


We are also called upon frequently to 
help the faculty in the management of 
various crises. Disciplinary problems are, 
on occasion, cause for concern. In the mat- 
ter of discipline both the university and the 
psychiatrist have two elements to consider. 
The first is that a major disciplinary infrac- 
tion may be symptomatic of a significant 
emotional disorder and as such is to be 
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handled with understanding rather than 
with an abrupt retaliatory gesture. The 
second consideration is that the entire uni- 
versity community must be considered as 
well as the needs and conflicts of the indi- 
vidual student. In carrying out our advi- 
sory function in this area, we have been 
impressed by the importance of fair but 
not inflexible rules in helping students set 
limits and define codes of action and be- 
havior for themselves. From time to time 
we have found ourselves in the somewhat 
unusual position (for a psychiatrist) of sug- 
gesting that certain punishments be in- 
voked against an individual student both 
as a mode of helping him with his reality- 
testing and as a mode of protecting and re- 
assuring his classmates and roommates. A 
typical example was the instance of a Ko- 
rean war veteran who beat up an elevator 
operator. He undoubtedly had serious 
emotional problems but was also behaving 
in an anti-social manner. Our opinion was 
that limit-setting disciplinary action, plus 
psychotherapy directed at increasing his 
sense of reality-testing, was in order. 

Referrals arising from frictions in dor- 
mitory life pose essentially the same issues 
as do disciplinary problems: there must be 
consideration for the group as well as for 
the individual. The instance of the stu- 
dent with a severe obsessional and compul- 
sion neurosis serves as an example. His 
rituals and compulsions eventually arouse 
the antagonism (if not the anxiety) of his 
roommates and yet to ask him to leave 
would be to end a promising career. Here 
psychotherapy with perhaps assignment to 
a single room would meet the problem for 
a time at least. 

A special word is in order concerning 
those faculties which are training students 
in human _ relations—psychology, social 
work, the ministry, medicine and nursing. 
The very nature of the training and work 





often confronts the student unavoidably 
with certain of his own anxieties. We find 
it useful here to meet with appropriate 
faculty members to discuss training meth- 
ods as well as problems of individual stu- 
dents so that unnecessary strains are not 
added to those inherent in the situation. 
This involves a considerable amount of 
skill and self-knowledge on the part of the 
teacher. 

The major proportion of the time of our 
psychiatrists is devoted to working with 
those students who are in psychotherapy. 
Our psychotherapeutic methods and goals 
have evolved gradually out of the task we 
face in dealing with the fact that over 75% 
of our patients, as we indicated in the 
statistical material, present themselves with 
long-standing and full-blown neurotic or 
basically characterologic problems. Emo- 
tional problems basically of recent onset, or 
of a situational nature, are not what we 
find most commonly. This has caused us 
neither undue alarm nor undue pessimism 
but it has caused us to adjust our methods 
and means to the realistic situation. 

Essentially we attempt to do a kind of 
psychiatric first-aid. To this end we do 
short-term goal-directed and psychoanalyti- 
cally oriented psychotherapy. Our efforts 
are directed either at the student’s imme- 
diate problem or at the factors interfering 
with his academic work. We avoid insofar 
as possible undertaking investigation of the 
long-term aspects of the case, and this is 
often made explicit to the student in the 
first interview. He might be told that our 
effort would be to try to help him get 
along better at school and not necessarily 
to try to work with other matters that may 
be troubling him. He might also be told 
that more definitive care, if necessary, 
would have to be arranged by the student 
after graduation. In this way we try to 
focus on those symptoms or character prob- 
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lems that are the most immediate in inter- 
fering with his current life adjustment, and 
when reasonable progress has been made 
therapy is terminated or interrupted—but 
the student is invited to return if his work 
begins to suffer again. 

Of course, long-term psychotherapy can 
hardly be avoided in certain instances. One 
student was treated for five years mainly 
because the relationship with the therapist 
was almost the only friendly relationship he 
had, and in fact was the only thing that 
stood between him and suicide on a num- 
ber of occasions. He was a superior stu- 
dent, and hospitalization or separation from 
the university would have been tragic. This 
particular story had a happy ending: after 
earning a graduate degree the young man 
was able to embark upon a promising 
teaching career in a secondary school and 
is doing quite well in other areas of his 
life. But even in this case the focus was 
constantly on the problems at hand and not 
on the deeper psychopathology that was 
obviously there. 


One particular group deserves mention. 
These were students of good or superior in- 
telligence who came to our attention be- 
cause they were doing poor work consider- 
ably below their potential. At first blush the 
psychopathology in many instances seemed 


clear. Some of these students were at col- 
lege at the insistence of their parents; for 
others, not working represented an impor- 
tant aspect of adolescent rebellion with at- 
tendant self-punishment (in the sense of 
hurting oneself in order to hurt the parent). 
Our expectation at first was that these stu- 
dents would readily and quickly be helped. 
This was an overly optimistic expectation. 
In many instances the work inhibition was 
so severe and the motivation so poor that 
they carried over into the therapeutic rela- 
tionship as well, and the student came for 
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therapy with the feeling that it was the 
doctor’s job to make things right again 
without any particular effort or contribu- 
tion on his part. Before these students par- 
ticularly we held the reality: we would help 
with psychotherapy but it was unlikely that 
the mid-term examination would be passed 
or the term paper written in any magical 
way. The student himself would have to 
do the studying and the writing. Many of 
these students left school of their own ac- 
cord or were asked to leave. Psychotherapy 
was usually not effective quickly enough to 
save a failing student in this category. 

From time to time it has proved quite 
helpful to ask parents to come in, perhaps 
to explain that psychiatric care was needed 
or perhaps to attempt to help the parent 
see that the parental pressures or demands 
were related to poor performance. Parents 
were always notified and consulted if hos- 
pitalization were being considered so that 
they might exercise the option of taking 
the student home for care through the fam- 
ily physician or the community psychiatric 
facility. 

Inasmuch as our student population far 
outruns our facilities for providing treat- 
ment at the university we have made dis- 
position in various ways. We handle as 
many as we can; those who can afford it are 
referred for private care; some are referred 
to clinics, still others for psychoanalysis. 
These dispositions are possible because of 
the psychiatric facilities available in a large 
metropolitan community. 


SUMMARY AND CONCLUSIONS 


1. Our experience with psychiatric prob- 
lems in a large urban university for the 
years 1952-56 is reviewed. 


2. Most (78%) of the students whom we saw 
presented emotional problems consistent 
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with long-standing emotional difficulties: 
full-blown neuroses and character disorders. 
Only 11% of our diagnoses were in the 
area of transient adjustment problems. 


3. Psychotherapy with students is our basic 
and major activity and is an attempt to do 
a kind of psychiatric first-aid. Our focus 
and emphasis is on the immediate prob- 
lem with the goal being more adequate 
ability to meet the current life situation 
rather than any major attempt to deal with 
underlying psychopathology. 


4. Consultation with medical colleagues, 
faculty members, administrative officers and 
parents is also an important aspect of our 
work. 
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The American family 


Of all people, those that are concerned with 
mental health should be, or so it seems to 
me, the very first to embrace within their 
concern the community as well as the in- 
dividual. They should labor under a com- 
pelling need to inquire—how healthy is the 
community, and also, how much and in 
what way does the community contribute 
to the breaking down of the individual? 
They should, in other words, bring social as 
well as intra-psychic etiology into the pic- 
ture. 

And yet, it isn’t the community per se 
that calls for scrutiny, but rather its social 
integer, the family. According to the 
famous anthropologist Claude Lévi Strauss, 
“the family, consisting of a more or less 
durable union, socially approved, of a man, 
a woman, and their children, is a universal 
phenomenon, present in each and every 
type of society.” } 

Historically and culturally, the family is 


in Crisis 


the social integer of society. The family is 
the reflex of, the begetter and the begotten 
of the community. In studying the com- 
munity, we can begin with the family, even 
though, as we need to note, the community 
is more than an aggregate of the families it 
embraces. 

It is the family I would consider with 
you, and not the hypothetical or universal 
family as defined by Lévi Strauss, but rather 
the American family, which, as I see it, is in 
a state of crisis. I plead with you not to 
pick a quarrel with me over the issue, is 





I. Galdston delivered this address May 9, 1957 in 
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tially upon several of his earlier essays: The Matri- 
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there such an organism as the American 
family? I know how this matter is “teased 
to rags” by the sociologists, who only par- 
ticularize and never generalize about the 
family. I can even sympathize with their 
scruples, and agree that there are really 
only nascent families, maturing families, 
upgrading families, and so forth. Yet for 
my purpose, it is safe and sound to postu- 
late the existence of an American family, 
for what I treat of is not a parochial vari- 
ant, but an all-pervasive dynamic, which 
embraces and affects us all. It is a socio 
economic, cultural and psychological dis- 
orientation to which all of us are subject, 
and which is most patently affecting the 
American family. 

Our experts on communication advise us 
that a thing is not a thing until you've 
named it. I’ve therefore named it. I’ve 
named the crisis of the American family as 


the Menace of the Matriarchoid Family. 
The American family is losing, has lost, its 
patriarchal pattern, and is becoming matri- 


archoid in character. The term matri- 
archoid is a neologism. I intend it to mean 
“resembling but essentially different from 
matriarchy.” The term is my own, but I 
share with a few others awareness of the 
crisis that it labels. Several sociologists 
and psychiatrists have taken note of this 
change in family pattern. You have, I am 
sure, come upon the term momism, coined, 
I believe, by Philip Wylie, and first used in 
his book A Generation of Vipers. David 
Levy, a pioneer in this field, has studied the 
subject obliquely, dealing mainly with the 
over-protective mother and her psychologi- 
cal effects upon the family. Sorokin has 
skirted about this thesis in his embracing 
diatribes on current society. The Gluecks 
in their studies on juvenile delinquency 
have provided us with telling data on the 
evil consequences of the familial change. 
Parenthetically I would add that in several 
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in negative terms. 


of these works Mother has been made the 
scapegoat, and womankind in general has 
been made the target of blame. It’s Adam’s 
old trick of blaming Eve and I'll have no 
part in it. As I will undertake to show 
later, it is woman, even more than man, 
that has suffered by this change in familial 
pattern, although in truth I do not see how 
the suffering of the one sex can fail to 
involve and affect the other. 

If you require me to describe or to define 
the matriarchoid family, I can do so only 
Its predominant fea- 
tures are the abandonment and denial of 
the patriarchal patterns, values and mores. 
The matriarchoid family is in status na- 
scendi, What its ultimate features may be 
we cannot anticipate, but its current patho- 
genicity is all too clear. I will revert to 
this later. Here I need to define what I 
intend by patriarchal patterns, values and 
mores. 

Allow me first of all to go on record that 
I am not a defender of the patriarchal 
family. My role is that of an expositor; 
not that of a pleader. I do, however, be- 
lieve that what was originally a descriptive 
term has been converted of late into a term 
of opprobrium. The patriarchal family is 
too commonly envisaged as a marital group, 
in which the wife and children are tyran- 
nized by the husband and father. No doubt 
such family groups do exist, but I would 
rather, I think, describe such groups as 
“male tyrannized,” or, as not infrequently 
happens, as “woman tyrannized” families. 
Historically, that is, as far as historical data 
are available (and I must add that the data 
are scant and the conjectures multiple), the 
outstanding characteristic of the patriarchal 
family is not male tyranny, but rather the 
domestication of the adult male. The pa- 
triarchal family gave rise to “husbandry,” 
that is, to the more or less life long “en- 
slavement” of the male to the arduous task 





of providing for the care of his marital 
partner and the defense and upbringing of 
his children. This association and com- 
mitment of necessity involved governance 
which, in turn, in some instances no doubt, 
led to tyranny—for, as Lord Acton ob- 
served, all power corrupts. 

The extent and degree of masculine au- 
thority no doubt varied from age to age, 
but a complete and abiding arbitrary mas- 
tery of man over woman is hardly conceiv- 
able, not only for the reasons so pointedly 
exhibited in Lysistrata, but also because all 
males are perforce the sons of mothers. 


The patriarchal family came into being as 
a result of the economic progressions of 
primitive society. “One of the reasons why 
the patriarchal family is not to be found in 
lower cultures,” wrote Briffault + “is that it 
(the patriarchal family) is founded on prop- 
erty, and that the dominance of the hus- 


band in that family and the subordinate 
position of the wife rests utlimately upon 
the economic advantage of the former and 
the economic dependence of the latter.” 
We do not know precisely when the patri- 
archal family became the norm among Eu- 
ropean peoples. For our purpose it suflices 
to appreciate that the patriarchal family 
has existed for a long time, for a time 
longer than the span of recorded history. 
To the economics of this family pattern, to 
its expanded and planned husbandry, we 
can trace almost the entirety of our socio- 
cultural history and heritage. 

Both the relationship and the economy of 
the patriarchal family are contractural in 
nature and committed in spirit. Planning 
involves coordination, pledged promises 
and obligations which are to be fulfilled. 
Failing of these, both plans and planners 
face inevitable ruination. 

A vast portion of our ethos, and much of 
our socio-cultural heritage revolves about 
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contracts, pledges and commitments. It is 
not for naught that one of the earliest so- 
ciologists, Jean Jacques Rousseau, titled his 
classical although naive masterpiece, The 
Social Contract. 

This is not, and to my mind, never has 
been, a man’s world. But for many millenia 
it has been a “patriarchal world.” I am 
not referring solely nor mainly to man’s 
position in the family. I mean rather that 
our value systems have been patriarchal— 
that is, reflexive of the pattern and purpose 
of the patriarchal family. We are likely to 
describe them as masculine values or vir- 
tues—values such as work, order, discipline, 
insistence on the fulfillment of pledge, 
promise and contract, and so forth. But 
they are neither purely masculine nor are 
they pristinely native to him. They are 
virtues, or values if you prefer, which have 
been assessed as such in the operational 
relationship of the patriarchal family. 

It would be an enormous task to trace 
the many ways in which these patriarchal 
values are manifest in our traditions, laws, 
customs, habits and arts. These are so na- 
tive to us that we needs must hold them off 
at a distance, by an effort of deliberate 
intention, to examine them. Consider, for 
example, the most obvious instances, those’ 
of style and dress, and our sense of the 
beautiful in the human form, both male 
and female; the arts graphic and plastic, 
literature, poetry, the drama, and above all 
our sacred texts, the Bible and its com- 
mentaries, our ecclesiastic history, its num- 
erous rituals and traditions—all these his- 
torically carry the patent imprint of 
patriarchy. 

This I believe to be historically true. But 
the patriarchal family is rapidly disinte- 
grating, and in that process we are experi- 
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encing and witnessing a negation of those 
patterns, values and mores on which and by 
which our multi-millenial culture has been 
structured and buttressed. The effects are 
witnessed in social misery and what collec- 
tively must be termed socio-cultural delin- 
quency. These are the challenges which 
confront the psychiatrist in the lives of 
those who turn to him in search of sanity. 


Society is sick, and its morbidities are most 
clearly exhibited in the family. Juvenile 
delinquency, divorce, alcoholism and drug 
addiction, homosexuality, frantic promiscu- 
ity, are widespread. They are not the re- 
sult of the change in the family pattern; 
they are rather the concomitants thereof. 
They issue from the same complex of forces 
which has so disruptingly affected the fam- 
ily structure. Among these prevailing so- 
cial morbidities none is more terrifying 
than the anarchy of youth—wrongly termed 
juvenile delinquency. I find this term most 
objectionable, because it misleads and cor- 
rupts our understanding of the faults in- 
volved. A delinquent is one who has failed 
in the fulfilment of an obligation or a duty. 
But this presupposes both knowledge and 
wilfulness. To prove a delinquent I must 
both know and wilfully fail to meet my 
obligations. But if I do not know my 
duties nor my obligations, if I do not know 
them in the compelling manner of an in- 
dwelling conscience or ego ideal, how am I 
then to be adjudged a delinquent? At 
most I deserve to be named no worse than 
an ignorant, uncultivated or asocial fellow. 
And that’s precisely the point. Our young 
at times do not know their duties and pre- 
rogatives at the cognitive or informational 
level, because they have not been informed 
(the ignorance of patients is often appall- 
ing) or, knowing of them, their knowledge 
is not supported or activated by the affect 
charge of an ego ideal. They are without 


232 


a conscience, super-ego, ideal ego or ego 
ideal. Freud has taught us that the super- 
ego represents the introjected or incorpo- 
rated father image. In the matriarchoid 
family there is no conscionable father 
image to introject. I believe that the so- 
cietal ethos contributes no less to the struc- 
ture and content of the super-ego than does 
the father personage. But as I have already 
observed our very ethos is growing more 
matriarchoid—and less patriarchal. 

The anarchy of youth is more embracive 
and meaningful than juvenile delinquency, 
the latter being a term heavily freighted 
with legalistic implications. The anarchy 
of youth is to be witnessed even in the 
absence of crime or violence. 

I cannot here elaborate upon the other 
instances of social delinquency which I 
named—divorce, alcoholism, drug addic- 
tion, homosexuality, etc. I must rather 
turn to the question—What is behind this 
change?—What is the derivation of this 
pervasive dynamic that has resulted in such 
a profound cultural and psychologic dis- 
orientation? The answer is rather simple 
but too frequently misconceived. It is our 
changed and changing economic and indus- 
trial system. What comes to mind with 
this phrase? Most commonly the marvels 
of modern technology, the steam engine, 
the electric dynamo, the telephone, radio, 
television and so on right down to atomic 
energy and automation. But it is not these 
technological marvels that I have in mind 
when referring to our changed and chang- 
ing economic and industrial system. I in- 
tend something more revolutionary, more 
fundamental, more fateful. I mean the 
advent of the modern industrial manufac- 
turing system. I doubt that mankind in its 
long existence on this earth has ever before 
experienced so profound an ecological dis- 
orientation as that effected in the advent of 
modern industrialism. Only the mastery 





of fire and the conquest of the metals in the 
bronze and iron ages can be conceived to 
have so profoundly affected the lives of 
mankind as did the industrial revolution. 


We are all aware of and indeed are sur- 
rounded by the technological marvels which 
the industrial revolution has yielded. But 
in the main we are unmindful, except in a 
vague and possibly troubling way, of the 
other yields of the industrial revolution, 
those involving man as a psychologic, social 
and spiritual creature. Let me touch upon 
these “other yields” and detail a few of 
them. The industrial revolution was vastly 
more than merely industrial in nature. In 
effect it produced the most cataclysmic so- 
cial disorganization man has experienced 
since the time Prometheus, by robbing the 
gods, made him a gift of fire. For one—it 
distanced man from the earth. For thou- 
sands upon thousands of years (the estimate 
is half a million), man lived in and on, but 
ever in the most intimate contact with the 
earth. He lived off, or worked, the soil or 
the sea, or, if he chanced to be a craftsman, 
merchant, soldier, minister or king, he was 
but a pacing distance from those who did. 
As late as the fifteenth century eleven- 
twelfths of the population of England were 
employed in agriculture. Now I will not 
dwell upon the tutorial effects of such prox- 
imal and intimate relation with the earth or 
on all that it can teach a man of life and 
living. I want rather to single out one 
disastrous effect that followed on the sepa- 
ration of man from the earth. He suffered 
the chronic starvation of malnutrition. 
That is not the same as the starvation of 
want or of famine. It is much worse. To 
this alienation of man from the immediate 
and native sources of his food may be 
charged, in a very large measure, the major 
epidemic diseases of the nineteenth cen- 
tury, diseases such as tuberculosis, typhoid, 
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cholera, scarlet fever, diphtheria and the 
infant diarrheas, and of such chronic dis- 
orders as rickets and chlorosis. The nine- 
teenth century man was not a healthy speci- 
men; and a great deal of his ill health can 
be traced to his malnutrition. 

I have underscored the separation of man 
from the earth mainly because the fact itself 
is so little appreciated and because its ef- 
fects are so little realized. To my mind, 
however, even more disruptive were the ef- 
fects of the industrial revolution upon the 
homestead, the family and the interrela- 
tions of man, woman and child. The home- 
stead, which in its more ideal pattern em- 
braced three co-existing generations, was an 
institution of far-reaching effects. It was in 
substance a school for living, wherein the 
young were indoctrinated by practice and 
precept in the techniques and wisdoms re- 
quisite for making a go of life. It was the 
repository of a man’s enterprise; his security 
against advancing years and failing 
strength; his heritage gained and his herit- 
age transmitted. It gave the testament of 
endurance, of meaningful continuity, to the 
succeeding generations. True, it exacted 
the performance of duty and the fulfilment 
of obligation, but it redeemed the travail of 
both in the rewards that were attested in 
the prospering family. Above all, it gave 
clear meaning, a transparent rationale, to 
those virtues which the moralists taught— 
the virtues of honest husbandry and of 
good will. 

The industrial revolution disrupted the 
homestead, negated the rationale for its be- 
ing, and created a world inimical to its 
very existence. 

The industrial revolution weakened the 
structure and dissipated the native func- 
tions of the family. Since time immemorial 
men and women were more bound in union 
by the mutuality of services rendered to 
each other and to their progeny than by the 


233 





warm but evanescent charms of romantic 
love. The family was not merely a con- 
glomeration of persons but rather a produc- 
tive organization, a working union. With 
the industrial revolution, and because of it, 
most of the productive functions of the 
family organization were taken over by 
cther organizations. The _ intrafamilial 
“mutuality of services” has been reduced 
almost to the vanishing point. 


One of the warrants for union in marriage 
of men and women was, as it remains, the 
desire for progeny. But whereas in time 
past children were an asset, in the real as 
well as in the affectional sense, they have 
become more recently, if not entirely a lia- 
bility, certainly something of a luxury—to 
be indulged in circumspectly. The child 
too has suffered a severe dislocation in its 
intrafamilial relations. During its youth 
it is now largely a supernumerary. It has 
no organic, functional role in the current 
familial scheme of things. This is especi- 
ally the case with the urban child. Save 
for its school work the child has little to do, 
and that little is of a make-work character. 
Contrast this with the many chores which 
the child performed in time past, and still 
performs in some of our rural homes. 
Nowhere, however, are the disruptive ef- 
fects of the industrial revolution more 
clearly reflected than in the degradation 
that woman has suffered in her familial posi- 
ition and function. For thousands of years 
woman was the mainstay of the family. 
She was wife and mother, nurse and 
teacher. She spun the yarn and wove the 
cloth. She tailored; she gardened for the 
kitchen and the medicine chest; she it was 
who molded candles, preserved foods 
against the winter seasons, made soaps, 
cooked, baked, laundered and tended to 
the hundreds of functions and details that 
were so vital to the maintenance and the 
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flourish of the family. She bore sons and 
daughters, to be of aid to herself and their 
father, to be their pride, their consolation 
and their support. Doubtless she worked 
long hours and hard, but for all this she 
had her rewards, the greatest among them 
the secure knowledge that she was needed 
and wanted; that she was indispensable in 
the scheme of the living pattern. There 
was for her, too, the sense of accomplish- 
ment, the satisfaction that comes with the 
fulfilment of the primal urge to create, to 
dispense of self in the process. 

Thus it was for thousands of years. But 
thus it is no longer. One after another of 
the woman’s functions, of her utilities in 
the home, have been taken from her—first 
by the machine and then also by the mer- 
cantile, commercial and social agencies. 
Now she neither spins nor weaves. She has 
neither greens nor herb garden. She does 
not bake, though she may yet cook. She 
has been, as some of our feminist and 
liberal friends say, and with such eager 
enthusiasm, “she has been freed of the yoke 
of household chores.” She is a free woman 
—free for what? To the man from Mars, 
for he alone could be considered a true 
outsider, it would appear that woman, so 
largely deprived of her ancient preroga- 
tives, is free to seek retribution, and is do- 
ing so in a mighty wrath of frenzied aggres- 
sions. 


The socio-economic changes to which I 
trace our social disorientation have taken 
place in our sphere during the last 150 
years, and this is but as a moment in the 
long span of man’s habitation on this globe. 
We then must ask: Can the primal hungers 
and wants of men and women be readapted 
to fit this changed and changing world? 
Can we with impunity deny, gainsay, block 
out, impede, divert that élan vital, that up- 
surging drive that lifted man out of the 





primal ooze and that has through the eons 
of time brought him to the forefront of 
creation? Can we, without paying a fearful 
price therefor, meddle with that order of 
relations between men and women that has 
in the span of time yielded us love and 
song, the plastic arts, poetry, the dance, the 
culture of beauty, of form and color, of 
adornment, of perfume; that has given us 
courtesy and grace, manners and spirit; 
that has fostered home and friendship, and 
the strong bonds of blood kinship, the 
Anlage of all that is civil and civilizing? 
Can we? All the available evidence speaks 
against it: witness the so-called batt: . of the 
sexes, hate and love, and momism. 

I have referred also to the negation of the 
ancient wisdoms. I intend by this decline 
in prestige and power of those institutions 
whose primary function it has been to in- 
doctrinate man in the habitudes and prac- 
tices of altruism. I mean primarily religion 
and the church, intending by the latter 
every order of congregation and place of 
worship, although among the indoctrinat- 
ing institutions one could and should in- 
clude also the enlightened professions and 
the universities. 

Few among us today can fully appreciate 
the role that the church and the synagogue 
played in the lives of our own ancestors. 
The place of worship served for more than 
worship. It was where acquaintances were 
made and friendships were engendered. It 
was where romance insinuated its sparkling, 
bright spirit, to give temporal pertinence to 
the timeless verities. It was where court- 
ships were often first inspired and ulti- 
mately sanctioned. The church was an 
instrument of charity and of mercy. It 
succored the orphan and sustained the 
widow. It cheered the sick and consoled 
the bereft. It tempered the galling guilt no 
less than it goaded the slothful conscience. 
It reconciled the estranged, and fostered 
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justice. It gave refuge to the persecuted, 
and aid to the abused. It was, in a word, a 
realm apart, wherein by his own efforts, 
and with the aid of the anointed, man 
could reconcile the temporal with the time- 
less, the mortal with the immortal, the par- 
ticular with the transcending, and thus 
achieve an effective relationship with both 
the immortality antecedent to his earthly 
advent and that beyond his demise. The 
church helped our ancestors to appreciate, 
even when they did not understand. 

The church was once the place where 
music was written and rendered, where the 
staged spectacle taught both the doctrine 
and the mystery, where the painter adorned 
the walls with his graphic portrayals of Old 
and New Testament scenes, where calli- 
graphy was practiced and taught, where the 
young learned their alpha and beta, and the 
more advanced the cumulative knowledges 
and the wisdoms of the ages. Here, in a 
word, the liberal arts were cradled and 
nurtured. The church was to its congrega- 
tion, to the community, club, theater, 
opera, museum, library, school, welfare 
agency, nursing service, foundling home, 
funeral parlor, and much, much more 
besides. 

Man is a creature that lives by values, no 
less than by bread, and of late too many of 
his traditional values have been cast into 
doubt. In the cataclysmic upheavals of two 
world wars, goodness, love, charity, mercy, 
truth, humility, brotherliness, have been 
violated and mocked. There is current a 
highly organized, energetic and cunningly 
resourceful propaganda which makes the 
homely virtues and the religious persuasions 
and faiths of our fathers appear like a 
compound of neurotic anxiety, infantile 
delusion, political-economic naiveté and 
mean escapism. Many who are caught in 
the tension field of this propaganda seek 
refuge in doctrinate bigotry; hence the re- 
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surgence of orthodoxy in morals and reli- 
gion. 

Now I must hasten to bring my exposi- 
tion to an end, and to summate briefly the 
burden of my argument. My original pro- 
position was to the effect that an effective 
resolution of the mental hygiene problem 
requires not only persons, tools and places 
but also, and primarily, a healthy com- 
munity. 

It is my conviction, supported by numer- 
ous data, that the contemporary commu- 
nity is not healthy. I call in witness the data 
bearing on what I have labeled “the social 
delinquencies.” Positing the family as the 
integer of the community, and in explica- 
tion of the crisis involving and affecting the 
American family, I have endeavored to 
show how and in what ways it is losing its 
patriarchal pattern, values and mores, and 
is passing into what I have labeled the 
matriarchoid state. 

I have traced this change to the indus- 
trial revolution and to its numerous ecologi- 





cal, social and psychological disorienting 
effects. In essence, the industrial revo- 
lution has disjointed the family. It has 
disrupted the obligatory, symbiotic co-ex- 
istence pattern of men and women and has 
rendered it merely facultative and optative. 
It has weakened the meaningfulness of the 
child as fulfilment of adult existence. 

I have expounded all this not in the spirit 
of a Jeremiah. I call neither for repentance 
nor for a return to the faiths and ways of 
our forefathers. That is beyond and be- 
hind us all—for all eternity. We must 
rather seek for new ways, for an effective 
reconciliation of the abiding needs of man 
with the new ways and needs of our 
changed and changing world. But seek 
them we must for they will not come to us 
of themselves. We must seek them in the 
light of a clear understanding of the nature 
of the crisis confronting the American fam- 
ily. It is to this end—the illumination of 
the nature of the crisis—that I have di- 
rected my exposition. 














LEONARD T. MAHOLICK, M.D. 


Mobilizing therapeutic potentials 


Many communities are faced with the ever- 
present “three-ringed crisis” in the form of 
maladjustment, ill health and chronic de- 
pendency—for which communities are 
spending fantastic amounts of money and 
about which little is being done in an or- 
ganized, unified manner. In 1952 the 
expenditures for health, welfare and 
recreation in Columbus, Ga., totaled ap- 
proximately $4,500,000. It has been esti- 
mated that for adjustment and health 
services alone during this same year over 
$2,500,000 were spent on a relatively small 
number of families (1). 

It is believed that about 6% of the 
families are costing the community millions 
of dollars and that this same group is get- 
ting the lion’s share of the community’s 
services. This figure, 6%, seems to be sig- 
nificant. Although not verified locally, de- 
tailed studies in such widely separated com- 
munities as San Mateo, Calif., St. Paul, 


in the community 


Minn. and Hagerstown, Md. revealed that 
in a given month 5.8%, 6.1% and 5.9% 
of the families of the respective communi- 
ties absorbed a very high proportion of 
the communities’ services. These families 
were called multi-problem families because 
they had a combination of two or all three 
of the problems of maladjustment, ill 
health and dependency. Analysis of the 
6% families in St. Paul indicated they had 
had the services of a large number of 
agencies recurrently over long periods of 
time. More significantly, the histories of 
these families indicated that the families 
from which they sprang had presented a 
similar picture of problems and needs (2, 3). 

Here, then, is a clear-cut indication of 
the generation-to-generation sequence of re- 
current problems. Most of us working on 
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a community level sooner or later vaguely 
suspected this. For the first time, as a 
result of detailed community studies, our 
suspicions have been verified. If this is 
true, we are forced to ask the next logical 
question, “Why does this prevail?” 

I believe there are several factors which 
account for this. First of all we must look 
at the agencies in the community. We 
quickly note that they, too, have many 
needs and problems of their own. Para- 
mount is a lack of just about everything— 
a lack of facilities, of an adequate budget, 
of well-trained and experienced personnel. 
Unfortunately, but often true, there is a 
lack of appreciation and understanding on 
the part of the public. Too frequently the 
agencies are overloaded with cases and 
undermanned. Added to this is the fact 
that pressure for service is great. Soon the 
will to resist is lost. Are we really amazed 
at the patchwork that must of necessity be 
done frequently? 

Probably a more basic difficulty has to 
do with the fact that while the agencies 
often are faced with a multi-problem 
family they frequently offer single-problem 
services. An acute situation, problem or 
symptom is dealt with and, once this is 
handled, the agency moves on to the next 
“emergency.” Sometimes only one mem- 
ber of a family presents his problem to one 
agency at atime. He may go to a different 
agency with a different problem the next 
time. In addition, if he is not satisfied 
with the results he gets in one agency, he 
is free to run to the next and to the next. 
Even worse is the fact that different mem- 
bers of a family may go to different agencies 
with different problems at the same time. 

To date most communities seem to be 
powerless to combat this waste of time, 
effort and money. At best a piecemeal job 
is done while the basic underlying total 
family problem is ignored. 
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A third factor is “agency isolationism.” 
In many communities agency attitudes are 
very poor. Personality clashes exist. Petty 
jealousies develop. Rivalry is keen and 
sometimes disastrous. Some agencies are 
insecure regarding their role, function and 
place in the community. These conditions 
can lead to agency isolationism. As a 
result each agency tends to act independ- 
ently with its own separate and unique func- 
tions to perform and not as a part of a 
unified, co-operative team. 

The last factor is the absence of a 
psychiatric team consisting of psychiatrist, 
psychologist and psychiatric social worker. 

With the establishment of the Bradley 
Center in Columbus this last factor has 
been removed locally. The staff has the 
necessary facilities and basic professional 
talent for making a family-oriented diag- 
nosis and developing a comprehensive treat- 
ment plan for family disorganization and 
maladjustment. Furthermore, owing to the 
understanding and support of a board 
which has long-range goals in mind, the 
center is in a position to devote up to 30% 
of its time to community services involving 
consultation, education, prevention and 
research. 

The policy of the center dictates that it 
shall function in two broad areas: (1) meet- 
ing the emotional needs of the individual 
and (2) meeting needs as they exist in the 
community. 

Figure I indicates how the center has 
mobilized its resources for meeting the 
needs of the individual. If one out of 
every ten individuals will need some form 
of psychiatric treatment during his life- 
time, it is estimated that 23,500 people 
currently need help in the Columbus metro- 
politan area. There can be little doubt in 
anyone’s mind that any unit which tries 
to meet some of these needs is rendering 
a very worthwhile service. We could 














easily devote our entire time to this effort. 
However, let us look at the situation more 
closely and realistically. If the center were 
able to see an average of 235 to 250 cases 
a year successfully, it would take at least 
the next century to meet all the needs esti- 
mated to be existent now. And this would 
be on the condition that everything stood 
still for the next hundred years! To at- 


FIGURE I 


Mobilizing the center's resources 
for meeting the emotional needs 
of the individual 


tempt this would be both fantastic and 
ridiculous. Even if a complete psychiatric 
team existed in the school system, in the 
courts, in the public health department 
and/or under the auspices of United 
Givers, the combined efforts of all could 
not possibly meet these needs. 

More fundamentally, if we confined all 
of our efforts to the sick individual, we 
would not pay much attention to the cul- 
ture which is giving birth to sickness. To 
achieve a healthy society we need healthy 
personalities, but healthy personalities also 
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FIGURE II 


Major community problems 


THE THREE-RINGED CRISIS 


Major human problems: 
the usual present day approach 





FIGURE IV 


Mobilizing community resources for united action 
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require a healthy society. There is a re- 
ciprocal dynamic relationship between the 
two (4). We therefore believe we have a 
responsibility not only to the individual 
but to the community at large. We shall 
have to force ourselves to think and do 
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differently if we are going to meet success- 
fully the three-ringed crisis (see Figure II). 

We are proposing a plan to mobilize all 
of the community resources in a united ef- 
fort to defeat these three potent enemies. 
Figure III illustrates how we are at present 











set up to cope with the problems. We have 
a very loose, disjointed organization. There 
is no over-all plan, no co-ordinated effort, 
no unified program. Figure IV illustrates 
how it might be possible to pull together 
all the existing forces. Our plan proposes 
the establishment of two new units: (1) a 
Community Guidance Council made up of 
professional delegates from each of the 
community agencies and other responsible 
groups and (2) a Planning and Action 
Board made up of civic delegates from 
each of the boards of the same agencies, 
from other civic groups and also from the 
community at large. These two new units 
would have as their primary function: (1) 
continuous over-all planning and (2) the 
implementation of an effective, unified 
program. Working together these units 
would have available at all times a total 
and complete picture of the community’s 
needs, what is being done to meet the needs 
and what isn’t being done. In this way all 
of the boards and all of the professional 
people of all of the agencies are drawn into 
close and direct contact with each other. 
With this kind of alliance a new, power- 
ful force is created in the community for 
meeting the existing needs. 

It must be remembered, however, that 
neither the Community Guidance Council 
nor the Planning and Action Board is a 
new direct service unit. Rather, the coun- 
cil will act as a co-ordinator and guide, 
giving qualitative help and over-all direc- 
tion to the already established service units 
in the community. In addition, it must be 
made clear administratively that the iden- 
tity and autonomy of each agency is pre- 
served. Each service unit will become a 
distinct part of a unified whole. The board 
will be a prime mover in effecting needed 
changes in the community. 

A program must be developed. How- 
ever, it should be the result of group ef- 
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fort. Its form and content should reflect 
the thinking and planning of everyone. 
There is little doubt that it would of neces- 
sity cover such areas as: (1) identifying 
who is sick, what the problems are and 
where they are located; (2) screening 
methods; (3) evaluation procedures; (4) 
therapeutic management; (5) professional 
in-service training and community-wide 
education; (6) prevention; (7) promotion of 
health, and (8) research (5, 6). 

What about the cost of such a venture? 
Initially the cost will be expressed solely 
in terms of interest, time, energy, co- 
operativeness and a willingness to work 
with a democratic spirit on problems that 
are of concern to all. It will be no small 
task to break down the barriers which 
hold us apart, and it will be diffi- 
cult to grope for new ways of thinking and 
doing. We must learn how to work and 
live together effectively if we are going to 
conquer the problems which surround us. 

In Columbus, under the leadership of 
the Bradley Center, two conferences were 
held on September 26 and October 25, 
1956 at the center. Forty-three civic and 
professional leaders representing 19 differ- 
ent agencies and groups, including the city 
and county commissioners, Board of Edu- 
cation and Board of Health, discussed the 
three common community problems. The 
group decided unanimously to establish: 
(1) a professional Community Guidance 
Council and (2) a lay Planning and Action 
Board. The Community Guidance Coun- 
cil for Family and Social Problems was 
established officially on November 8 and 
a chairman, vice chairman and secretary 
were elected. The Planning and Action 
Board is to be created shortly after the 
council has had an opportunity to estab- 
lish itself. Regular weekly conferences are 
now in session. We have just begun, but 
we are moving! 
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An approach to 


the selection of patients 


for group psychotherapy 


I. In the course of their experience in an 
out-patient mental hygiene clinic the au- 
thors of this paper have become convinced 
that group psychotherapy is the treatment 
of choice for a substantial percentage of 
patients whose problems are susceptible to 
clinic therapy of any type. By group psy- 
chotherapy we mean the process which 
takes place whenever people are gathered 
together for the consideration of personal 
emotional problems with the purpose of al- 
leviating them, in the presence and with 
the aid of an individual skilled in both the 
understanding of the individual personality 
and the patterns of human interrelation- 
ships and group interactions. 

In this paper certain criteria are dis- 
cussed which have been found useful in 
identifying those individuals for whom this 
approach offers specific benefits as well as 


those who are unable to utilize it. In ad- 
dition, the selection of patients from the 
standpoint of the requirements and limita- 
tions of the group itself is considered. 
These criteria are based on the authors’ 
analysis of the unique characteristics of this 
form of therapeutic experience. A standard 
method for describing various kinds of ther- 
apy groups is proposed. It should be em- 
phasized that problems of therapeutic 
technique have been excluded from con- 
sideration here except where they are di- 
rectly pertinent to the selection of patients. 

The clinical setting is always an impor- 





The five co-authors of this article are all members 
of the staff of the state mental hygiene clinic at 
Berkeley, Calif. Their paper was presented in Oc- 
tober 1955 at the western section meeting of the 
American Group Psychotherapy Association. 
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tant factor in determining which of several 
possible therapeutic orientations is chosen. 
The authors are members of the staff of a 
state-supported mental hygiene clinic offer- 
ing psychiatric diagnosis and individual 
and group therapy for adults and children. 
As the only such facility serving an urban 
and rural population of 1,500,000 we con- 
tinually face a far greater demand for our 
services than our professional staff of seven 
full-time workers can possibly meet. Thus 
it has become our policy that all treatment 
offered be limited in intensity and dura- 
tion. 

In our attempt to offer psychotherapy to 
a maximum number of patients, the group 
approach was instituted experimentally in 
1948, shortly after the opening of the clinic. 
Since that time group therapy has gradu- 
ally become an increasingly important part 
of the clinic program. At present, under 
the direction of the group therapy consult- 
ant (J.E.N.), an average of six or seven 
therapeutic groups meet weekly, these com- 
prising almost two-thirds of the adult pa- 
tients seen for extended treatment. 

Members of the clinic staff concerned 
with this effort have met regularly to study 
the group process. In the course of these 
meetings it became apparent that certain 
empirically derived yet unverbalized clini- 
cal criteria were being applied in selecting, 
from among the applicants for therapeutic 
services, those who would be offered group 
psychotherapy. Further discussions resulted 
in a crystallization of these concepts in a 
more systematic manner, which made pos- 
sible their more efficient application in the 
intake process. Subsequently we have be- 
come aware that other workers have arrived 
independently at somewhat similar conciu- 
sions. We refer especially to the papers of 
Freedman and Sweet (1), Geller (2) and to 
parts of the work of Bach (3). Hulse (4) and 
Slavson (5), while agreeing in part with our 
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findings, are of course working under differ- 
ent circumstances and with different goals, 
which make direct comparisons difficult. 


II. We are very much aware that criteria 
developed in this clinical setting might have 
validity only for our own or for nearly iden- 
tical situations. In addition we have fre- 
quently encountered difficulty in making 
maximal use of the reports of some other 
authors who have failed to delineate specifi- 
cally their particular settings and methods. 
We are therefore attempting to describe 
our therapeutic groups in a comprehensive 
and systematic manner with the primary 
purpose of providing adequate information 
about our own approach. We would also 
hope that a more general use of some such 
method of evaluation might reduce confu- 
sion in the literature and lead to more 
profitable communication among workers 
in the field. 

Our description is a modification of a 
classification introduced by Dreikurs and 
Corsini in their review of twenty years of 
group therapy published in the February 
1954 American Journal of Psychiatry (6). 

For purposes of clarity we have divided 
it into two sections, dealing first with ad- 
ministrative structure and then with inter- 
nal group functions. 

As can be seen, our program is under the 
auspices of a tax-supported out-patient gen- 
eral mental hygiene clinic. Fees are set in- 
dividually on the basis of ability to pay 
and are identical with those charged for in- 
dividual therapy. Our typical group is 
composed of 6 to 8 men and/or women usu- 
ally between the ages of 20 and 40. They 
meet for one hour weekly for a 6-month 
period, following which they may be reas- 
signed to another group or to individual 
treatment. The therapist may represent 
any of the three professional disciplines at 
the clinic, and there is usually a non-par- 
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PLATE | 
Administrative structure 


1. In what clinical setting is therapy being done? 
* Outpatient, tax-supported general mental hygiene clinic. 


. What fees are charged? 
Graduated depending on income; identical with fees for individual therapy. 


. How many patients are usually assigned to each group? 
We may assign 10 to 12 patients initially, although the usual working group has 6 to 
8 members. 


. Are both sexes included in the groups? 
Some are exclusively male or female, others are mixed in sex. 


What is the average age range of the patients? 
Usually between 20 and 40 years. 


. How long does each group therapy session last and how often does the group meet? 
Approximately one-hour sessions once weekly. 


. For how many sessions does a group usually meet? 
24 sessions (a 6-month period) following which oan may be reassignment to another 
group or to individual therapy. 


. Which staff members act as therapists? 
Psychiatrists, psychiatric social workers and clinical psychologists. (Staff members usu- 
ally, rather than trainees.) 


. How many therapists are assigned to each group? 
Usually one therapist and a non-participant observer. 


. Do patients receive individual therapy concurrently with group? 
Only rarely, primarily in crisis situations. 


. What diagnostic categories are represented among the group members? 
Usually a mixture of psychoneurotic, psychophysiologic and personality disorders. 
Occasional ambulatory schizophrenic reactions. 





* Answers refer to groups at the Berkeley State Mental Hygiene Clinic. 


ticipant observer-recorder. Patients in reactions. All diagnoses are usually repre- 
group therapy are not seen individually sented in a given group. 

except in connection with specific crisis sit- As can be seen in Plate 2, we illustrate 
uations. Diagnostically our patients are the functioning of our groups through the 
usually classified among the psychoneurotic, device of creating a series of continua upon 
psychophysiologic or personality disorders each of which we assume a position relative 
with occasional ambulatory schizophrenic to the theoretical extremes. We believe 
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PLATE 2 
Group therapy classification 
I OPTIMUM GOALS OF THERAPY 


Impart Allow Reappraise Build new | Attain Change basic 
information catharsis | reality defenses insight | personality 




















ROLE OF THERAPIST 


A. TYPE OF THERAPEUTIC ACTIVITY 


suggestive interpretive 


Corrective, Supportive, Clarificative, 
educational 








B. AMOUNT OF THERAPEUTIC INTERVENTION 


Constant | Frequent 








C. NATURE OF THERAPIST’S DIRECTION 


Chooses topics, Calls on Restates Questions meaning 
lectures patients content of behavior 








ROLE OF PATIENT 


A. TYPE OF ACTIVITY ENCOURAGED 
Listening | Discussing Emotional re 








B. TYPE OF INTRA-GROUP RELATIONSHIPS FOSTERED 


Therapist-Patient Patient 50% Patient-Patient 
100% Therapist 50% 100% 








CONTENT EMPHASIZED IN SESSIONS 


Mental hygiene | Problems of | Personal emotional | Group Fantasies, 
principles adjustment difficulties interactions | dreams 








* Refers to the position on the continuum occupied by our groups. 
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that patients in our groups achieve some 
modification of their defensive structure 
and certain insights into the origins of their 
current difficulties (I). In general, however, 
we do not expect basic personality changes. 

The therapist in our groups tends to limit 
his therapeutic intervention to clarifying 
and interpreting the material produced by 
the patients. He rarely educates or reas- 
sures them. He remains relatively silent 
and allows the group considerable latitude 
in the selection of topics for discussion (II). 
He often raises questions which will call the 
groups attention to significant content or 
behavior. 

The patient, on the other hand, is en- 
couraged to become emotionally involved 
in the group process, with relationships 
among the group members being the pri- 
mary focus (III). 

The discussions usually deal with per- 
sonal emotional difficulties and, secondly, 
with their expression in the group interac- 


tion (IV). 


III. We feel that the group therapeutic 
process by its nature possesses certain unique 
characteristics which may influence both 
positively and negatively the selection of 
patients, and hence a consideration of these 
must be incorporated into the process of 
evaluation. 

We believe that an essential point of 
difference between a therapeutic group and 
a purely social group results from the initial 
expectations of the members. Each indi- 
vidual comes with some anticipation that 
his symptoms will be relieved and with at 
least a minimal awareness of the contribu- 
tory role of personal emotional problems. 
These factors plus the presence and activity 
of the therapist create a permissive atmos- 
phere which encourages the free expression 
and acceptance of feelings. In contrast to 
the individual therapeutic situation there 
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is less specific pressure on each member to 
reveal anxiety-provoking material. In some 
cases, competitiveness may stimulate early 
self-revelation; in general, however, indi- 
vidual psychological defenses are adequate 
to prevent premature and overly disturbing 
insight. 

As the group continues to meet, relation- 
ships form among the members and with 
the group therapist similar to but lacking 
the intensity of the transference phenomena 
present in individual therapy. Particularly 
prominent are feelings analogous to those 
previously experienced in the sibling situa- 
tion in childhood. The group also pro- 
vides an ideal setting for the appearance of 
typical interpersonal defensive maneuvers 
which have an emotional rather than an in- 
tellectual impact. Denial of the existence 
of such behavior is more difficult under 
these conditions. 

It is our opinion that individual mem- 
bers tend to utilize the group discussion ac- 
cording to their current level of psycho- 
logical development. For example, some 
patients gain reassurance simply from learn- 
ing that their problems are not unique; 
others become aware of their characteristic 
defensive patterns from observing their re- 
actions to fellow group members. Finally, 
the group serves some individuals by pro- 
viding an opportunity to compare and con- 
trast their own perceptions of reality with 
those of others. 


IV. As a result of these considerations we 
have selected certain categories of patients 
who seem to respond to our therapeutic 
groups.* One category includes those who 
gain primarily from the permissive atmos- 





* In the discussions which follow, the capital letters 
in parentheses refer to specific clinical examples 
which may be found at the end of each section. 
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phere or relative lack of pressure in the 
therapy situation. These include individ- 
uals who are unable to use brief individual 
therapy because of inarticulateness and lack 
of social aptitudes but who can participate 
in group therapy even though non-verbally 
at first (A). To others who are quite fearful 
of intimate individual relationships, group 
treatment offers a way of safely experienc- 
ing the satisfactions and rewards of social 
and emotional interchanges. 

Secondly, there are those patients who de- 
velop transference involvements which be- 
come unmanageable in a relatively brief in- 
dividual therapeutic relationship (B). These 
reactions usually do not become so intense 
in group therapy. For example, exception- 
ally dependent character types whose prob- 
lems often spring from severe deprivation in 
childhood are protected from regressing to 
an attitude of complete helplessness (C). 
Persons who become immobilized by guilt 
when they receive the undivided attention 
of a therapist are relieved of this pressure 
by group membership (D). Another type 
of patient, whose problem is his inability to 
express hostile feelings toward authority, 
gains courage from the support of others 
(E). 

Group therapy is helpful for a third 
category of patients because it deals effec- 
tively with certain kinds of defenses which 
result in avoidance of awareness of emo- 
tions. We refer first to persons with pre- 
dominately psychosomatic complaints, who 
often learn in the group that their feelings 
are connected with their symptoms (F). 
Individuals who deny feelings and main- 
tain a psychologically naive attitude often 
find this position difficult to sustain. The 
same is true of those who attempt to de- 
scribe all experience in intellectual terms. 
Many such patients are able to benefit from 
brief individual therapy after an initial 
group experience. 
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Being faced with reality is particularly 
important for a final group of patients. 
Prominent among them are “acting-out 
characters” who constantly become involved 
in personal crises while denying their own 
involvement (G). This distortion is often 
clearly understood and challenged by other 
group members. On the other hand, psy- 
chotic patients who have partially reorgan- 
ized their defensive structure seem to bene- 
fit from the opportunity to reestablish 
relationships with others in a protected yet 
realistic situation. This is also true of some 
patients who have worked through prob- 
lems in individual interviews but who need 
the experience of applying their new in- 
sight in a supervised situation. 


(A) A 26-year-old single male theological 
student came to the clinic complaining of 
inability to develop a satisfactory social life. 
He told us that he had been raised by 
elderly, non-English-speaking parents who 
were apprehensive about his joining his 
peers in normal group pursuits. We felt 
that he needed the social experience 
offered by a therapeutic group. 


(B) A housewife, aged 32, complained of 
difficulty with her husband, mother-in-law 


and mother. She felt that they were all 
blaming her, yet seemed partially aware that 
her attitude was somewhat unrealistic. In 
her initial interview she quickly developed 
intense negative feelings toward the intake 
worker, reacting as if the worker were 
actually her mother-in-law. Because of this 
immediate transference reaction we felt 
that group therapy, with its tendency to re- 
duce the intensity of such feelings, was the 
treatment of choice. 


(C) A 34-year-old unemployed taxicab 
driver with a history of many job changes 
and periodic alcoholism came to the clinic 








under pressure of his wife’s threats to leave 
him. During his evaluation interview he 
presented himself as completely helpless 
and made repeated demands for a quick 
solution to his problems. Such marked de- 
pendent tendencies, we believed, would be 
discouraged by other group members who 
would focus his attention on reality prob- 
lems. 


(D) A 39-year-old housewife complained of 
headaches and depression. We learned that 
she was the oldest child of a large and im- 
poverished family in which she had been 
prematurely forced into a parental role 
toward younger siblings because of her 
mother’s chronic illness. It seemed appar- 
ent that her headaches were a response to 
the frustration of unsatisfied dependent 
needs. Moreover, her intense feelings of 
guilt prevented her from accepting such 
satisfactions when available. We recom- 
mended group therapy rather than individ- 
ual because sharing the attention of the 
therapist would arouse less guilt. Another 
advantage was the opportunity afforded her 
to experience a more normal ‘sibling-par- 
ent’ relationship. 


(E) A 25-year-old graduate student gave a 
history of failing in his work although he 
was of superior intelligence. In the initial 
interview some of his fear of competing 
with his father in a similar professional 
field became apparent. He was assigned to 
group therapy with the hope that support 
from other group members would help him 
to express more openly his hostile impulses 
toward authority, as represented by the 
group therapist. 


(F) A 34-year-old housewife was referred 
by her physician because of episodes of 
shortness of breath for which no organic 
cause had been found. She described her 


Group Psychotherapy 


NEIGHBOR, BEACH, BROWN, KEVIN AND VISHER 


home life as ideal and free of any emo- 
tional problems, but inadvertently revealed 
to the interviewer the existence of various 
areas of conflict. It was felt that group 
therapy would assist her to become more 
aware of emotional difficulties and their 
role in the causation of her symptoms. 


(G) A 28-year-old divorced clerical worker 
with two young children seemed unable to 
organize her life or to avoid repeated crises. 
She lost jobs frequently, was deeply in debt, 
and entered into a series of short-lived and 
destructive sexual relationships. She pre- 
sented herself as the victim of circumstances 
and in no way responsible for these develop- 
ments. We assigned her to group therapy 
with the expectation that other group mem- 
bers would help her to realize her own 
involvement. 


V. Just as there are certain categories of pa- 
tients who seem particularly suited to group 
therapy, other individuals can be identified 
who are unable to tolerate the specific 
stresses created by the group process. First, 
there are patients with such intense social 
anxiety that they cannot even consider any 
kind of group participation (H). More- 
over, in our particular groups the emo- 
tional tensions produced by the material 
discussed are such that patients with an 
imminent or active psychotic process are 
unable to carry the additional burden with- 
out further disintegration (1). 

There are other individuals whose de- 
fenses, while identical with those of patients 
who respond favorably, are more rigidly 
maintained. For example, some persons 
with exclusively psychosomatic symptoms 
are threatened by even mild probing (J); 
also some extremely deprived patients are 
intolerably frustrated by failing to obtain 
the exclusive attention of the therapist. We 
are often unable to differentiate such pa- 
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tients at the time of their application. We 
frequently assign equivocal cases to groups 
for a therapeutic trial. For them, individ- 
ual therapy on a once-a-week basis is ineffec- 
tive in any case, and occasionally they sur- 
prise us by making effective use of the 
group process. 


(H) A 23-year-old single woman applied 
for help with the problem of inability to 
become independent of her parents. She 
revealed that in three years of successful 
work in a large office she had been unable 
to form any social relationships because of 
awkwardness and uneasiness. Her previous 
difficulty in communication had been so 
marked and her anxiety in the initial inter- 
view was so intense that we felt participa- 
tion in any group would be impossible for 
her Individual treatment was recom- 
mended. 


(I) A 30-year-old housewife and mother of 
three children was referred to the clinic be- 
cause of numerous vague physical symp- 
toms. She was assigned to group therapy, 
but it was soon apparent that an underlying 
psychotic process had been overlooked. She 
monopolized the group with a disorganized 
account of intimate sexual experiences. She 
was unable to tolerate the anxiety created 
and left the meeting in tears. In retrospect, 
the degree of her disorganization made her 
unsuitable for placement in a group. 


(J) A 42-year-old, thrice-divorced beauty 
operator complained at the time of applica- 
tion of dissatisfaction with her job and fear 
of another failure in marriage. She real- 
ized that the men to whom she was attracted 
all displayed similar unsuitable qualities. 
She told of a markedly deprived childhood 
with the loss of both parents very early, of 
subsequent multiple foster-home _place- 
ments, and of adolescent delinquency. In 
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the group she monopolized the first hour 
with a tearful recital of her long, sad his- 
tory. Her attempt to obtain justification 
for her actions and the sympathy of the 
therapist was compulsively repeated in sub- 
sequent sessions. She ignored the group’s 
attempts to interpret her more basic feel- 
ings of loneliness and deprivation. Inevi- 
tably, frustration and subsequent interrup- 
tion of therapy followed. 


VI. Although the needs and defenses of the 
individual are considered first, we have 
found it equally necessary to evaluate cer- 
tain factors arising from the requirements 
of the group itself in developing our cri- 
teria. The interaction of persons new and 
strange to each other results in the forma- 
tion of a new type of social unit. Society 
offers no comparable experience. It is our 
impression that this unique social and psy- 
chological organization has certain needs 
which must be met by its members if it is 
to achieve its purpose. 

An effective group must include some in- 
dividuals who have an awareness of their 
anxiety and an ability to express it through 
a discussion of conflictual material. They 
stimulate the groups consideration of emo- 
tional problems (K). There also must be 
patients with a relatively high degree of 
perception and of sensitivity to the psycho- 
logical problems and maneuvers of others. 
They are able to make interpretations 
which might be unacceptable if they came 
from the therapist (L). We believe it to be 
important also that there exist among group 
members a variety of social experiences, de- 
fensive structures and presenting problems. 
This provides an opportunity for contrast, 
comparison and self-evaluation. 

Occasionally we may assign patients to a 
therapeutic group who could equally well 
be offered individual therapy, because of 
their catalytic effect upon the group. 











(K) A 33-year-old divorced mother of two 
children complained of depression, irrita- 
bility and frightening thoughts. In the 
initial interview she was able to reveal with 
considerable verbal facility both her anxi- 
ety and some genuine self-awareness, par- 
ticularly of her competitive impulses and 
feelings of inadequacy. Because of these 
qualities we felt that she not only would 
herself benefit from group therapy but also 
would motivate other group members to 
examine their own relationships and feel- 
ings. 


(L) A 28-year-old unemployed man gave as 
his reason for applying for treatment an 
inability to make a satisfactory job adjust- 
ment because of his resentment of all au- 
thority. When interviewed, he demonstrated 
the nature of his difficulty by being quite 
openly sarcastic but at the same time dis- 
playing considerable discomfort. He be- 
came less defensive when this was called to 
his attention. He also showed a good abil- 
ity to size up other people. It was our 
feeling that in a group he could come to 
see more clearly the results of his behavior. 
Furthermore, because of his directness and 
his facility in the evaluation of others he 
would be able to make interpretations 
which the other members could accept. 


VII. In the same way that persons with the 
characteristics mentioned above have 
proved indispensable for group progress, 
there are others whose behavior inhibits it. 
If they appear too deviant from the group 
norm, they should be excluded—even 
though they might gain personally from 
the group experience—to avoid a possible 
disruption of the group. Thus certain pa- 
tients use incessant irrelevant and unin- 
sightful talk as a defensive device. They 
monopolize group time and energy in this 
way, preventing constructive exploration of 
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their own or others’ problems (M). Others 
persist in attempts to engage the therapist 
in competition or to obtain his exclusive at- 
tention, ignoring the needs and rights of 
the rest of the group. In these circum- 
stances the frustration of other group mem- 
bers often causes intolerable antagonism 
and guilt, which results either in isolation 
of the offender or in flights from the group. 

The anxiety of another type of patient 
leads him to make a defensive attack upon 
other group members, the therapist, the 
therapeutic method or even the basic con- 
cept of treatment. Such intense attacks, oc- 
curring as they usually do in the opening 
sessions, destroy the confidence of other 
group members in the enterprise upon 
which they are embarking (N). Other pa- 
tients have a self-destructive urge to reveal 
socially unacceptable symptoms in their in- 
itial contacts with the group (O). This 
means that patients must be excluded who 
are frankly delusional, who openly display 
bizarre ideation, or who would be indiscreet 
in discussing deviant sexual behavior. The 
above manifestations of pathology are very 
frightening to the majority of our group 
members. 

We prefer to exclude patients who dis- 
play tendencies toward overt suicidal, homi- 
cidal or infanticidal acts. Our groups are 
unable to deal with such traumatic material 
yet are prevented by its emergence from 
dealing with other less dramatic but never- 
theless important problems. 


(M) A 40-year-old housewife was referred 
with symptoms of severe headaches and 
phobias. In the initial interview she could 
only complain that numerous doctors had 
been of no help to her, that her husband 
was unsympathetic and ungrateful, and 
that no one understood her. She felt poorly 
repaid for her self-sacrificing life. At the 
intake conference, the group opinion was 
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that she would masochistically monopolize 
group sessions and thus inhibit more con- 
structive discussion. 


(N) A 36-year-old cab-driver complained 
that his wife was not sufficiently responsive 
to him and that he could not communicate 
with her. During his first interview he at- 
tacked the worker by questioning the lat- 
ter’s professional qualifications and theo- 
retical orientation. He bragged of his own 
knowledge of “psychology” and demon- 
strated this by presenting a glib intellectual 
formulation of his problems. We felt that 
this was a patient who would be likely to 


PLATE 3 


disrupt an initial group session with this 
hyperaggressive behavior. He was therefore 
considered unsuitable for our therapeutic 


groups. 


(O) A 28-year-old unemployed single man 
at first complained of depression and irrita- 
bility. Even before effective rapport had 
been established, he blandly told of re- 
peated episodes of exhibitionism and of his 
florid fantasy life. It appeared that he 
might well be as uncontrolled in his com- 
munications if assigned to group therapy. 
We have summarized the essential points of 
parts IV through VII in Plate 3. 


Summary of indications and contraindications for group therapy 


PATIENT NEEDS 


Our therapeutic groups are indicated for patients: 


Aided by group support to express 
hostility to authority-figures. 


Needing supportive social experience. 


Whose emotional unawareness is re- 
duced by group interaction. 

Aided by group’s pointing out and in- 
terpreting acting-out. 


Made too anxious by one-to-one thera- 
peutic relationship. 


Needing to participate, even though 
non-verbally. 


Needing protection from too intense 
transference feelings. 


Benefiting from group protection 
against regressive trends. 


Reacting with extreme guilt to indi- 
vidual attention. 


Needing protected, though realistic, 
interpersonal experience. 


Our therapeutic groups are contraindicated for patients: 


Chronically experiencing intolerable 
frustration in sharing a therapist. 


For whom material discussed could ac- 
celerate psychotic processes. 


Unable to consider participation in 
groups because of intense anxiety thus 
aroused. 








GROUP NEEDS 
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Our therapeutic groups are strengthened by patients: 


With awareness of anxiety and ability 
to verbalize. 


With perception of others’ problems 
and defensive maneuvers. 


With a variety of defensive structures, 
social experiences, and presenting 
problems. 


Our therapeutic groups are weakened by patients: 


Appearing so deviant as to be disinte- 
grative to the group. 


Whose exaggerated defensive reac- 
tions disrupt essential group explora- 
tion. 


Whose anxiety is manifested by in- 
tense attacks in opening sessions. 


DISCUSSION 


It should be re-emphasized that the fore- 
going considerations have been developed 
within a specific clinical setting with its 
own characteristic structure, function and 
limitations. Because of this it is recognized 
that conclusions drawn from this experi- 
ence need not have universal validity. We 
hope, however, that therapists in somewhat 
similar situations may be able to use these 
criteria or to modify them to suit their 
particular needs. We are convinced that 
among the applicants to a general mental 
hygiene clinic some will be unsuitable for 
any type of out-patient therapy while others 
will be specifically amenable to the group 
approach. 

A question may be raised as to the diffi- 
culty of predicting the complex types of be- 
havior which have been described above, on 
the basis of a limited evaluation period. It 
has been our impression that, given a skilled 
interviewer who has had experience as a 
group therapist, sufficient data may be ac- 


Whose anxiety leads to destructive 
self-revelation in opening sessions. 


Likely to perform overt suicidal, 
homicidal or infanticidal acts. 


cumulated in an initial interview to permit 
a reasonably accurate estimate of how the 
applicant will react to the group meetings. 
Our interviewers make such judgments on 
the basis of information about how the pa- 
tient has related to his immediate environ- 
ment, both past and present, as well as his 
behavior in the interview and his response 
to tentative suggestions or interpretations 
made with the specific purpose of testing 
his defensive structure. Often, information 
from collateral sources (family members, re- 
ferring agencies, etc.) can add to the total 
picture. At times we may place the app!:- 
cant under emotional stress to determine 
his characteristic ways of reacting or his 
ability to respond in a constructive manner. 
In borderline cases, psychological testing 
may provide additional clues. All the in- 
formation available is evaluated at an in- 
take conference, the participants in which 
are for the most part themselves active in 
both group and individual therapy. This 
tends to eliminate any undue positive or 
negative bias of the individual interviewer. 
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Despite all these measures, it is at times 
unclear whether or not a given patient can 
make use of our therapeutic groups. Usu- 
ally there are both positive and negative in- 
dications and some balance must be struck. 
As previously noted, in such equivocal cases, 
especially where the patient seems clearly 
unsuitable for individual therapy of rela- 
tively limited intensity and duration, we 
will often assign him to a group for a 
therapeutic trial. 

We have not attempted to cover com- 
pletely the question of balancing various 
types of patients for optimum group func- 
tioning, although we believe that this mat- 
ter is of as great importance as that of the 
initial selection. Nor have we considered 
in this paper the effect upon selection of 
the anxieties and therapeutic skills of the 
group leader. It goes without saying that a 
skilled and experienced therapist can deal 
adequately with potentially more difficult 
group constellations. 

Increasingly, community mental hygiene 
clinics are finding it difficult to offer indi- 
vidual psychotherapy to the ever-growing 
numbers of applicants for psychiatric treat- 
ment. Since we feel that group psycho- 
therapy is the treatment of choice for a 
large proportion of these individuals, we 
believe it essential that there be continued 
study of the group process and the elabora- 
tion and perfection of criteria for its use. 


SUMMARY 


In this paper the hypothesis is advanced 
that certain types of out-patients are most 


successfully treated by group psychother- 
apy. The authors speak from a background 
of seven years of cumulative experience in 
an out-patient mental hygiene clinic. They 
discuss the structure within which they 
operate and its influence on the type of 
group psychotherapy offered. A standard 
method of classification of the therapeutic 
group is suggested. Dynamic considerations 
which contribute to patients’ ability to 
utilize the group approach as well as per- 
sonality characteristics which appear to con- 
traindicate group therapy are discussed. 
Finally, the needs of the group itself as a 
special therapeutic medium are explored 
for their effect on the selection of patients. 
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ESTHER KOVENOCK 


Therapeutic use of the 


discussion process among residents 


in a home for the aged 


The residents of the Milwaukee Home for 
Aged Jews! have had an opportunity to 
learn and discuss what transpired at Wis- 
consin’s first Governor’s Conference on an 
Aging Population.2 This paper is con- 
cerned with the philosophy which underlay 
this experience, the method of presentation, 
the response of the residents and the project 
which grew out of this effort. 

The professional staff saw the sharing 
of the conference proceedings with the resi- 
dents as potentially valuable in several 
ways. Offering this material to the residents 
said: We regard you as people of worth 
and of a capacity to understand what is 
being thought and said about you. Be- 
cause we are convinced of this, we will 
invest time and effort in presenting it in 
such a way that it will have meaning for 
you. We want your response as we do this, 
not only to test whether we are reaching 
you but also to get your reaction to the 


content. What you think about the ideas 
expressed is important both to us who try 
to serve you and to yourselves. We need 
your comments to validate our knowledge 
and to increase it. You can use your re- 
actions to understand yourselves better, and 
therefore to live more comfortably and ac- 
ceptingly with yourselves and your life 
situation. Where acceptance is not pos- 
sible, perhaps together we may find better 
solutions. 

If we could make this experience mean- 
ingful to the residents, it would reassure 
them that they could still participate in 
directing their own lives. People who live 





This is an account of a project undertaken by Mrs. 
Kovenock while she was serving as director of social 
services at the Milwaukee Home for Aged Jews. 


1 The average age of the home’s 105 residents is 80. 


2The conference was held in Madison June 6-8, 
1956. 
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in a home for the aged need this reassur- 
ance perhaps even more than other old 
people. This is true because in exchange 
for security and services they have given 
up some freedom, even where the needs 
of the residents are the paramount concern 
of the management. Inevitably there is 
conflict between the welfare of the group 
and the inclinations of the individual. It 
shows itself in such everyday matters as 
how long he uses the phone and what 
time he takes a bath. To run a home with 
reasonable efficiency and economy requires 
conformity to rules. Limitations in facili- 
ties and services bring other encroachments 
on individual freedom and invasions of pri- 
vacy. For example, a resident may have 
to share a room. He takes his turn to see 
the doctor or the chiropodist. All of this 
heightens the feeling older people have 
that, with their dependence on others, they 


are lesser people. The feeling of rejection 
and failure which coming into the home 
symbolizes in the individual case also con- 
tributes to the sense of loss of status and 


worth. To counteract these factors we 
need to marshal all the resources we can 
find or create to strengthen the ego and 
enrich the life of the resident. 

To carry out our purposes the social 
worker met with the board of the Residents 
Club before the Conference on an Aging 
Population and presented the material 
from the advance brochure. She discussed 
with them the reasons for the conference, 
what the conference proposed to do, for 
whom it was intended and whom it would 
feature. Among the concerns expressed 
by the residents in this discussion was that 
such a conference ought to be planned for 
the aging themselves as well as for those 
who serve older people. The suggestion 
came from one of them that such a con- 
ference should explore means to provide 
housing with services needed by older 
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people, which would be administered with- 
out impairing the independence of the in- 
dividual. They were agreed that the next 
Residents Club meeting should be devoted 
to hearing a report from the professional 
staff who were attending the conference. 

We of the staff who presented the pro- 
ceedings were the occupational therapist 
and the social worker, each using material 
related to her respective field. Since the 
level of acculturation to American life is 
relatively low among our residents, we used 
very simple English and relied upon illus- 
trative material to interpret ideas and 
scientific principles. This did not lead us 
to eliminate material from our report 
on the basis that they were incapable of 
understanding. Rather, it challenged us 
to think deeply enough about what had 
been said to illuminate it from the life 
experiences of our listeners. As we suc- 
ceeded in communicating, and sensed the 
intensity of their interest, we offered more 
of the content. With their approval and 
sustained interest the material was pre- 
sented in three sessions of one and a half 
hours each, the comments and discussion 
dispersed throughout the presentation. 

We reported in detail the speech given 
by Leo Simmons, Yale University professor 
of sociology. They responded with nods of 
agreement to his concepton of the basic 
wishes of aging people in all times and 
places. They commented on what he called 
the lessons he had learned from thirty years’ 
study of aging, showing gratification that 
he understood how they felt and that he 
was so concerned about getting support 
from others to create the “brave new 
climate in which to grow old.” 

What we gave them from the paper by 
Ruth Cavan, associate professor of sociology 
at Rockford College, on the “Changing 
Position of the Aged in Our Society,” struck 
a responsive chord. There were tears in 





the eyes of several as they heard what was 
said about the emotional damage resulting 
from the death of a mate, adjustment being 
made more difficult by the insecurities 
which beset them, and particularly by the 
gap between them and their children, which 
deprived them of solace. They had some 
emotional release from expressing their 
sense of loss and rejection as the factors 
were enumerated which led to the gulf 
between the generations. They were com- 
forted by having the universality of these 
feelings underlined. It was recognized by 
some that differences between parents and 
children were brought about by both, and 
that there was something they could do 
to minimize those differences. 

They were cognizant of the problems for 
the aging brought about by American cul- 
tural values which are attuned to the future 
and to prizing the “attractive package.” 


These points had been made by Dr. Jack 
Weinberg of Michael Reese Hospital, Chi- 
cago, whose topic was “A Psychiatrist Looks 


at Aging.” From this we developed the 
theme that older people can be beautiful 
with the light and character that emanates 
from within, reflecting their attitudes 
toward others and their peace with them- 
selves. 

Dr. Weinberg’s statement that “changes 
which make us dependent upon others hit 
our inner selves and make us resent the 
pecple upon whom we depend” was used 
to help them gain insight into their own 
feelings toward the staff. Many were criti- 
cal of themselves, and especially of others 
among them, for the expression of those 
negative feelings. One of them, recogniz- 
ing that residents sometimes made the 
work of the staff unnecessarily difficult, 
nevertheless felt that it was the privilege 
of the aging person to have someone on 
whom he could release his negative feel- 
ings. The staff people who led this dis- 
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cussion agreed, and tried to allay the feel- 
ings of guilt that some residents had about 
their part in this. 

The occupational therapist applied to 
the practice within our home the informa- 
tion given by Dr. Frederic Swartz, member 
of the committee on geriatrics of the Ameri- 
can Medical Association, and Dr. Alfred 
C. Kraft of Allegheny County Institutions, 
Pittsburgh, who spoke on rehabilitating 
the aged. This was an excellent oppor- 
tunity to explain that handicapped people 
are best helped by enabling them to use 
all of their capacity for function. In this 
process, residents who observe or are them- 
selves affected often think that nurses and 
therapists are hard and unfeeling, even 
cruel. The occupational therapist pointed 
out that making a wheelchair patient try 
to walk or a severely arthritic person try 
to feed himself was done to preserve and 
strengthen capacity, and thus help him to 
live more satisfyingly. Having the goal of 
rehabilitation in itself brings stimulation, 
a sense of the worthwhileness of living for 
the older person, and emphasizes inde- 
pendence. Effort is an expression of the 
will to live. For some residents this clari- 
fied experiences about which they had had 
resentment. But the staff was aware that 
we had made only a small beginning, and 
that continuous interpretation of our prac- 
tices and the rationale for them was neces- 
sary. 

The conference workshop on the “Team 
Approach to the Care of the Aging” was 
presented by enumerating all the possible 
services that an aging person might need. 
This was used to delineate the function of 
the personnel within our home. The di- 
rector of nurses was brought into this dis- 
cussion to help clarify the function of the 
nursing department. From this came a 
lively exchange between nurse and resi- 
dents about accepting the need for tak- 
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ing medication for chronic conditions. 
The very venting of resentments about the 
burden of illness and weakness was thera- 
peutic in this setting. Again the point was 
made that the staff can take the emotional 
outbursts of those who are angry with them- 
selves and others for their handicaps—this 
time by the head of the nursing staff speak- 
ing for those who are the most frequent 
butt of these explosions. This acceptance 
of the negative feelings of residents as 
natural, and the expression of them as 
therapeutic, not only reassured them, but 
also created an atmosphere in which there 
was freedom to speak frankly. This led to 
a much greater feeling of ease between the 
staff and the residents who participated. 

Important in the lives of our residents 
are the many volunteers who come here 
regularly to make the sheltered workshop 
more efficient, to run the beauty shop, to 
serve afternoon tea, to assist with the recre- 
ational program. As we talked about them 
and their role in our home, we raised the 
question whether some of the residents 
might themselves serve as volunteers to 
help those less able. This discussion has 
already led to the formation of two new 
committees of residents—one to mend 
clothes for those unable to do so, the other 
to be on call to help feed severely handi- 
capped infirmary patients. 

We used the conference material to inter- 
pret senility, emphasizing prevention and 


rehabilitation. Our purpose was to allay 
their fears for themselves and to help them 
accept the senile in our home. We did this 
with great care, aware that the subject was 
fraught with danger of heightening fears 
and revulsion. We were rewarded with the 
demonstration of some measure of our 
success. Some of our residents are now 
willing to assist the occupational thera- 
pist with group activites with the senile. 

The value of this sharing experience is 
patent to us who planned and carried out 
this project. We saw it in the faces and 
words of our residents as we did it. They 
were comforted, reassured, encouraged to 
find new strengths within themselves. 
Books from the library about the mature 
years were circulated among those residents 
able to use them, and they began to bring 
to the attention of the professional staff 
articles on the subject that they saw in the 
press. This experience led to the develop- 
ment of an ongoing study and discussion 
group on aging. Excerpts or digests of 
books and articles were used to stimulate 
thinking and talking about their feelings 
about themselves and how others saw them. 

We of the staff who participated gained 
in the empathy we experienced, in ideas for 
new ways to involve the residents in activi- 
ties and in service which will bring greater 
morale and understanding between resi- 
dents and staff. They voiced their ap- 
proval by the quality of their participation. 








SAMUEL D. SHRUT, Pu.D. 


Attitudes toward 
old age and death 


It was the aim of this study to investigate 
differences in attitude toward aging on the 
part of older persons. As an index to this, 
attitude toward death was chosen, on the 
assumption that attitude toward death is a 
reflection of attitude toward living. 

It was hypothesized that those subjects 
living under conditions approximating pre- 
vious mode of independent residence in the 
community would reflect a less apprehen- 
sive attitude toward death, and generally 
be better adjusted to the life about them. 
Consequently, attitude toward death was 
compared with self-appraisal of health, ad- 
justment in the institutional setting, and 
claimed participation in activities. 

This study compared attitude toward 
death in ambulatory, currently unmarried, 
white females in two kinds of institutional 
living arrangements. Thirty persons resid- 
ing in the apartment dwellings of the 
Home for Aged and Infirm Hebrews of 
New York were compared with a similar 
population from the same institution’s cen- 
tral residential facility (Central House) in 


which the supervision and regulations are 
more traditionally institutional. The basic 
difference in the two modes of residence is 
that the apartment residents live much like 
other older people in the community, 
whereas those in the mass-housing or in- 
stitutional setting (Central House) are more 
dependent upon the institutional organiza- 
tion, per se. 

In each case, the research population con- 
sisted of volunteers obtained by means of 
random selection from a stratified sample, 
after consultation with the medical and 
social service departments of the institu- 
tion. Subjects were well motivated to par- 
ticipate in the study, which was presented 
to them as having potentially beneficial 
consequences in possibly affecting housing 
arrangements for older people. Also, re- 





Dr. Shrut presented this paper August 31, 1956 at 
the American Psychological Association convention 
in Chicago. He wishes to express his gratitude to 
Drs. Alvin I. Goldfarb, Carl H. Hamburg, Robert 
M. Eichler and Robert Kahn for their friendly ad- 
vice and invaluable comments on his paper. 


259 











spondents were assured that they would 
remain anonymous. 

The experimental design of the study 
consisted of comparing the two groups by 
means of a psychological test battery of 
instruments which, except for the Thematic 
Apperception Test, were especially devised, 
along with their respective rating scales, 
by this investigator. The instruments, in 
order of their standardized presentation, 
were as follows: questionnaire on self- 
appraisal of health, questionnaire for ad- 
justment in the home, sentence-completion 
test, Thematic Apperception Test and ques- 
tionnaire on claimed participation in 
activities. 

Some brief statements about the various 
instruments in the battery are in order. 

The health questionnaire was designed 
to elicit information on past and current 
medical history for the self-rating of health, 
on the basis of 5 categories ranging from 
“excellent” to “very poor.” 

The questionnaire on adjustment con- 
sisted of 17 detailed questions relating to 
food, supervision, rules and general inter- 
personal relationships of the resident in 
the institution. 

The questionnaire on claimed participa- 





1 Part 2, Act III, Scene ii. 

2 J. G. Gilbert, Understanding Old Age, 401. While 
it may be said that religion also aims to help people 
face death, it thus exerts an influence on how a 
person views life. G. Stanley Hall contends: “The 
most essential claim of Christianity is to have obvi- 
ated the fear of death and made the king of terrors 
into a good friend, if not a boon companion, by this 
most masterly of all psychotherapies.” G. Stanley 
Hall, “A Study of Fears,” American Journal of Psy- 
chology, 8 (1896), 472. 

The Hebrew religion is comparable to the various 
denominations of Christianity from the standpoint 
of its basic morality and religious orientation, and 
any sociologic and psychologic observations are ap- 
plicable to the subjects of this research. S. $. Cohen, 
Judaism, A Way of Life, and K. Kohler, The Ethical 
Basis of Judaism. 
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tion in activities consisted of a series of 
detailed questions of possible activities in- 
volving physical and social pursuits in 
which the aged respondent may claim to 
take part. 

A sentence-completion test and 10 TAT 
cards were also utilized. 

Specific rating scales were devised for 
each of these instruments, each based on a 
5-point range. Ratings were made by va- 
rious categories of judges (a physician, 3 
psychologists, at least 3 social workers), who 
rated protocols blind and made pertinent 
judgments of subjects, who were repre- 
sented by code number to assure ano- 
nymity. These ratings were then averaged 
for the various groups of judges and com- 
parisons were made. However, only the 
averaged ratings of the 3 psychologists- 
judges were employed in evaluating atti- 
tude toward death. 

Death, whether considered traumatic, or 
tragic, or “a state of bliss,” or a return to 
Mother Earth, or in terms of the organism’s 
contest between the will to live and the 
desire to return to the inorganic state, 
poses a severe problem for most, if not all, 
human beings. Human response to death 
has run the whole gamut of emotional 
possibilities from stalwart indifference to 
severe and painful apprehension. There is 
the bracing statement in Shakespeare’s 
King Henry IV: “By my troth, I care not. 
A man can die but once; we owe God a 
death . . . and let it go which way it will, 
he that dies this year is quit for the next.” 1 
Then, on the other hand, Gilbert, suggest- 
ing an apparent universality of the fear of 
death, takes pains to stress the importance 
of working with the aged to help “. . . pre- 
pare the aged person for death, which is 
inevitable and not too far away, in such a 
manner as to eliminate fear and help him 
to achieve serenity and happiness in his re- 
maining years.” ? 












Perhaps from the time when man first 
saw the lifeless form of his companion or 
enemy he has quite understandably begun 
to reflect upon death and what, if anything, 
“happens afterwards,” and how this new 
lifeless state might be related to or con- 
cern him. While in the history of litera- 
ture and mythology there is an abundance 
of writing, both in prose and poetry, on 
death, its sorrows and the happy or un- 
happly life beyond, there is a comparative 
lack of scientific writing on this subject. 
This is quite understandable because of 
its inaccessibility to scientific investigation 
in spite of its rich speculative possibilities.* 

As one peruses the wealth of poetic and 
prosaic utterances that human beings have 
devoted to the subject of death, dying and 
fear of death, one is led to consider the 
variety of meanings that these words have 
assumed for different people and different 
ages. Considering this, it may be useful 
for the present research to distinguish at 
least three different concepts of death. The 
following brief distinctions concerning 
death concepts may be sufficient. 


1, DEATH AS A TOOL 


From a psychological orientation, death 
may be considered a tool with which to 
attempt to derive certain goals and satis- 
factions from the present environment. 
The concept of death as a tool in the psy- 
chological economy of the human being is, 
for example, much more ancient than is the 
history of suicide. While perhaps only so 
considered tangentially at times by the lay- 
man, death as a tool has increasingly been 
the subject of scientific inquiry, especially 
in recent years. 


2. DEATH AS PASSAGE 


By this expression, reference is made to 
the circumstance that death not only termi- 
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nates but also initiates a new phase, tran- 
scending life, only to lead to a further state 
of being. The manner in which the death- 
initiated new “life” or new state of being 
is considered is dependent upon the preva- 
lent belief systems entertained by different 
cultural groups. Death as passage between 
modes of being or “different worlds,” ac- 
cording to the particular belief system, may 
be represented anywhere in the cultural 
spectrum from the gruesome to the glo- 
rious, or from calm anticipation to tor- 
menting apprehension. Clearly, the par- 
ticular version of the concept of death as 
passage directly affects the emotional tone 
in which death as a biological end is 
anticipated. 


3. DEATH AS AN END 


In this manner death is conceived of in 
strictly biological terms as a_ terminal 
(“the eternal void”) event in the life span 
of the organisms. This, as a matter of fact, 
is singled out by Webster * as “the cessa- 
tion of all vital functions without capa- 
bility of resuscitation, whether in animals 
or plants.” 

Death as an end, it may be added, can 
never occur as an event to be actually ex- 
perienced by the organism. As the Stoics 
held, no human being can ever encounter 
death, since where one is the other has 
already departed. As a result, death as an 
end is an event known to occur to us only 
by inference from generalizations estab- 
lished with respect to others. 

While it is held that the particular be- 
liefs that are entertained about death are 





8 Except for the biological definition of death, there 
have been comparatively few scientific investigations 
of the varying meanings and functions of death con- 
cepts and attitudes. 

4 Webster's New International Dictionary, second 
edition, unabridged. 
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reflected in the variations of responses from 
old people, it is the view of this investi- 
gator that the institutional mode of living 
itself modifies or affects significantly par- 
ticular death attitudes. It is this hypothesis 
that will be examined by means of studying 
aged persons with comparable belief sys- 
tems, as exemplified by the two groups of 
the present research population. 

In general, the literature reflected that 
fear of death is universal and that any fear 
is essentially fear of death. Furthermore, 
the attitude toward death may be said to 
cover the spectrum from a seemingly pre- 
occupying phobic reaction to one of com- 
plete indifference, with denial figuring 
prominently in the latter attitude. 

Attitude toward death was specifically 
studied by means of clinical impressions 
of responses from the sentence-completion 
test and Thematic Apperception Test, 
along with judgments from the other 
protocols as well. Here it will be recalled 
that the other questionnaires (health, ad- 
justment, claimed participation in activi- 
ties) guided the interviews towards elicit- 
ing information in the areas suggested by 
the titles of the respective questionnaires. 

Along with the specific rating scales de- 
vised for each of the instruments in the 
battery, there was an additional “summar- 
izing” scale. The summary scoring of sub- 
ject’s attitude toward death, while not in 
itself a test, enabled the judges (in this 
case, psychologists) to combine ratings from 
all the instruments in the battery. While 
the various instruments attempted to focus 
on particular aspects of the respondent's 
behavior and outlook, ratings on the sum- 
mary scoring were considered most reflec- 
tive of attitude toward death because of 
the comprehensive data on which such 
ratings were made. For example, a sub- 
ject’s response on the health questionnaire 


may not have influenced the scoring on 
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that instrument markedly. Or, the subject 
may have been relatively unproductive on 
the sentence-completion test, or may have 
blocked on card 15 (“death card”) of the 
TAT, or may have indicated an indifferent 
attitude on the adjustment or claimed par- 
ticipation questionnaires, all of which find- 
ings are in themselves significant. How- 
ever, they are not nearly so meaningful as 
when they are all taken in totality and the 
responses are seen to dovetail and interre- 
late, as reflected on the summary scoring. 

Table I cites the mean ratings of three 
psychologists on several instruments em- 
ployed to elicit attitude toward death for 
subjects of Central House and of the apart- 
ment residence. 

On the sentence-completion test, the 
Central House group was judged to give 
responses more concerned with fear of 
death, while subjects of the apartment resi- 
dence revealed an attitude in the direction 
of equanimity or indifference with regard 
to death. 

The TAT indicated that both subject 
groups entertained at least mild apprehen- 
sion with regard to death. While only a 
slight statistical difference was shown in 
favor of the apartment residents, a qualita- 
tive difference was reflected in that subjects 
of the apartment residence revealed greater 
productivity by averaging roughly an addi- 
tional half-page (double-spaced) more than 
that obtained in the case of Central House 
subjects. 

Apartment residents obtained higher rat- 
ings on the summary scoring, thus being 
judged significantly less preoccupied with 
fear or apprehension of death. 

Fisher's “t’-test to evaluate mean differ- 
ence of rated responses between the two 
groups revealed a difference significant at 
the 5% level. 

The results indicated that subjects resid- 
ing in the environment approximating 
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TABLE I 


Judges’ mean ratings * on several instruments 
employed to elicit attitude toward death 
for subjects of Central House and of apartment residence 





MEAN RATINGS ON 5-POINT SCALE 





Central House Apartment 
INSTRUMENT residents residents eg 





Sentence-completion test 2.9 §.2 1.3 
Thematic apperception test 2.8 2.9 0.59 
Summary scoring of subject’s 


attitude toward death 2.9 $.2 2. 20° 





* The 5-point scale, based on specific criteria, has the following range: (1) marked dread or preoccupation 
with death, (2) evident anxiety, (3) mild anxiety, (4) attitude of equanimity or indifference, and (5) philo- 
sophic acceptance. 

** Significant at 5% level and beyond. 


their pre-institutional home or domestic ning for continued living than appears 
environment (apartment residence) re- to hold for subjects of the traditional insti- 
vealed less fear of death. There is the tutional facility (Central House). 
consequent implication that subjects of The findings on the health questionnaire 
apartment residence enjoy better mental are shown on Table II. 

health and are more concerned with plan- Table II revealed that Central House 


TABLE II 


Mean of self-ratings * on health for 30 persons from 
Central House and 30 persons from apartment residence, 
as compared with ratings by staff physician 





CENTRAL HOUSE RESIDENTS’ M.D.’S APARTMENT RESIDENTS 
SELF-RATINGS * RATING SELF-RATINGS * 





Mean 
rating 4.3 3.4 3.9 3.3 





* Scale points, based on specific criteria, range as follows: (1) very poor, (2) poor, (3) fair, (4) good, and 
(5) excellent. 
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TABLE III 


Mean ratings * on adjustment questionnaire for subjects 
of Central House and of apartment residence, 
as rated by social workers and psychologists 





RESIDENTS OF 





Central House 


RATERS 


(institutional type) 


Apartment residence 





Social workers 4.4 
Psychologists 3.8 


4.4 
3.8 





* The 5-point scale, based on specific criteria, has the following range: (1) very much dissatisfied, (2) dis- 
satisfied, (3) indifferent, (4) satisfied, and (5) very pleased. 


subjects’ self-ratings of health were not only 
higher than the physician’s ratings of their 
health, but also exceed similar ratings by 
subjects of the apartment residence. This 
marked over-estimation of good health sug- 
gests that compensatory mechanisms were 
operating more prominently with subjects 
of Central House. 

Table III shows the respective mean rat- 
ings of social workers and _ psychologists 
for the adjustment questionnaire. 

In the study of Central House and apart- 
ment residents, the judges found no differ- 
ences in ratings of the two research popu- 
lations. However, the ratings of the two 
groups by social workers were consistently 
higher than ratings by the phychologist- 
judges. The psychologists’ ratings sug- 
gested that the respondents seemed nearly 
satisfied with their adjustment in the in- 
stitutional setting, while social workers’ 
ratings indicated that subjects in both 
groups were quite pleased with their insti- 
tutional residency. There is the strong 
suggestion that a “halo effect” was revealed 
in the ratings of the social workers. This 
may be accountable in large measure to 
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the tendency on the part of social workers 
to view ambulatory and active older people 
in a manner somewhat different from psy- 
chologists, whose less optimistic judgments 
are arrived at by the additional means of 
projective tests. 

Fisher’s “‘t’” disclosed no difference in 
ratings of responses between the two sub- 
ject groups. 

Table IV indicated mean ratings on the 
questionnaire for claimed participation in 
activities for the two subject groups, as 
scored by teams of social workers and psy- 
chologists. 

It was revealed that social workers rated 
Central House subjects as being slightly 
more active than the group from the apart- 
ment residence. Yet psychologists’ ratings 
indicated that apartment residents were 
somewhat more active than the Central 
House group. Here again there is the 
likelihood of factors operating in a “halo 
effect” similar to those with the adjust- 
ment questionnaire. 

The difference revealed with use of 
Fisher’s ‘‘t’” test was found to be not sig- 
nificant. 





TABLE IV 
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Mean ratings * on questionnaire for claimed participation 
in activities for subjects of Central House 

and of apartment residence, 
as rated by social workers and psychologists 





RESIDENTS OF 





Central House 
(institutional type) 


RATERS 


Apartment residence 





Social workers 3.6 
Psychologists 3.7 


3.3 
3.8 





* Scale points, based on specific criteria, range as follows: (1) markedly disinterested, (2) indifferent, (3) mildly 


participating, (4) active, and (5) very active. 


Also, the additional hypotheses concern- 
ing relationships between attitude toward 
death and self-appraisal of health, adjust- 
ment in the institutional setting, and be- 
tween attitude toward death and claimed 
participation in activities were not found 
to be supported statistically to a signifi- 
cant degree. 


CONCLUSIONS 


Attitude toward death was evaluated by 
means of a psychological test battery on 
two equatable groups of 30 ambulatory 
aged, currently unmarried, white, female 
persons living under the two already speci- 
fied modes of institutional residency. 

The findings from this study yield the 
following conclusions: 

1. Subjects residing under conditions 
approximating their previous environment 
of living independently (apartment resi- 
dence) show less fear of, or preoccupation 
with, death than do those persons in an 
environment grossly dissimilar to what they 
were once used to. Consequently, there 


may be a basis for the belief that subjects 
of the apartment residence enjoy better 
mental health and are more concerned with 
planning for continued living than would 
hold true for subjects of the traditional 
institutional residence (Central House). 
This would serve to sustain the hypothesis. 

2. Compensatory mechanisms, especially 
with regard to overcoming anxiety in the 
health area, were found to operate more 
prominently with subjects (institutional 
type) who indicated a less realistic estimate 
of their health than appeared to hold for 
the group from the apartment residence. 

3. No clear-cut conclusions were sug- 
gested by the findings as to adjustment and 
claimed participation in activities for the 
two research groups. 

4. On the basis of observed behavior and 
test performance, respondents from the 
more permissive apartment setting evi- 
denced greater social alertness and greater 
productivity, and were more responsive, 
less suspicious and generally more coopera- 
tive than subjects from Central House. 

5. The additional hypotheses with re- 
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gard to relationships between attitude 
toward death and self-evaluation of health, 
adjustment in the institutional setting, and 
claimed participation in activities were not 
confirmed by the statistical findings in this 
study. 

6. While impressions from the various 
instruments of the psychological test bat- 
tery were also taken into consideration, the 
sentence-completion test and the Thematic 
Apperception Test appeared to be rela- 
tively more productive in this study in 
facilitating psychological judgments of atti- 
tude toward death. 

7. Both groups of subjects reveal at least 
mild anxiety with regard to thoughts of 
death. 


Various research recommendations of a 
contiguous and ancillary nature present 
themselves for further investigation in the 
field of gerontology. There is a deeply- 


felt need for incisive and fruitful contribu- 
tions to general knowledge about aged 
persons, and more specifically with regard 
to the effects of institutional residency, with 
its implications for planning with, and for, 
the aged person. 
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MORTON J. ARONSON, M.D. 


Emotional aspects of 


nursing the cancer patient 


Psychiatrists, perhaps more than most physi- 
cians, appreciate the tremendous signifi- 
cance of the nurse in the emotional life of 
the patient. Our subject involves that area 
of organic disease in which it is difficult to 
imagine another as fraught with emotional 
involvement. The paralyzing fear of can- 
cer, the adult’s bogey-man, in patients and 
in ourselves, who in our mind’s eye are pos- 
sible future patients, presents a singular 
challenge. But before discussing those emo- 
tional problems particular to the patient 
with cancer it is worthwhile for us first to 
view some of the characteristics of the nurse- 
patient psychological unit and thus provide 
a broad backdrop against which to view 
specific cancer problems. 

The nurse, whether she wants it or not, 
stands in the same unique relationship to 
her patient that the mother does to her 
child. The gentle, kind, beautiful figure 
in white who ministers to the helpless is the 
traditional popular stereotype of the nurse 
and this is the exact image that the child 


maintains of the idealized mother. To the 
sick adult, the nurse with her concern about 
food and pills, elimination and baths re- 
calls the same role mother fulfilled. She 
even threatens to report bad behavior to the 
doctor as mother threatened to tell father. 

Now the central fact is that patients, in 
response to the emotional stress of illness, 
adopt in varying degree child-like behavior 
in relation to the nurse-mother (1). The 
patient, powerless to gratify his own needs 
and dependent on another, reverts to the 
techniques he used in childhood in his de- 
pendent relationship with his mother, 
much as a beaten army falls back to a 
previously fortified position. These child- 
hood dependency techniques and the con- 
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flicts that surrounded them now burst forth, 
colored by the adult personality structure 
and influenced by the behavior of the nurse. 
Thus he may attempt to curry favor by 
ingratiation or demand it with the angry 
impatience so typical of children. He may 
exaggerate his discomfort to incur solici- 
tude, or even be seductive. When the de- 
mands for tender loving care are frustrated, 
the inevitable anger may erupt in hostile 
outbursts or critical attacks on the nurse, or 
be expressed in self-damaging defiance by 
refusal to eat or take medicine, or be pro- 
jected onto the nurse in the form of para- 
noid accusations or delusions, or be turned 
violently against the self in the form of a 
dangerous depression. Or, in the form of 
jealousy, anger may be diverted onto other 
patients who are rivals for the nurse’s at- 
tention just as brothers and sisters were 
rivals for mother’s love. These behavior 


patterns are, of course, everyday occurrences 


to nurses. It is an unusually mature indi- 
vidual who does not demonstrate, to some 
degree, one or another of these patterns in 
the course of a major illness. The impor- 
tant thing to bear in mind is that such be- 
havior is meaningful and purposeful. It is 
the perennial cry of the sick for succor! 

We have then a sketch of the patient’s 
emotional orientation to the nurse. What 
of the nurse in this relationship? That she 
has the capacity and motivation to accept 
a maternal role is suggested by her very 
choice of occupation, a healthy acknowl- 
edgement of femininity in a world where 
so many women in other fields are strug- 
gling to deny their femininity and compete 
with men. But how successful the individ- 
ual nurse is in drawing upon her maternal 
capacity to establish a giving, emotionally 
meaningful relationship with the patient is 
another matter. Of course, this varies from 
nurse to nurse and is determined by the 
whole complex of her personality structure, 
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life situation and past experiences. One 
nurse may re-enact with her patient the 
loving care she gave her doll as a little girl 
when she behaved towards the doll as she 
wanted her mother to behave towards her. 
Another nurse, rejected by her mother in 
childhood and perhaps sadistic with her 
doll, may use the helpless patient as an ob- 
ject on whom to vent, however subtly, her 
smouldering resentment. Usually such a 
nurse will be completely unaware of what 
she is doing or why. 

The two most damaging emotional reac- 
tions that a nurse may display with her 
patient are hostility and withdrawal. Her 
hostility may be simply in reaction to the 
patient’s anger or critical, demanding be- 
havior and is the result of her failure to 
understand what the patient is trying to 
say. Also, of course, she may take out on 
the patient the anger she couldn’t express 
to the supervisor, physician, husband or 
children. Withdrawal, however, is far more 
common and often more damaging. This 
is the nurse who is busy and efficient but 
thinks of the patient as the pneumonia, the 
post-operative thyroid or the hypochon- 
driac. She is too busy or disinclined to in- 
volve herself in the patient's emotional 
needs although these are often of far greater 
import than the physical needs. Sedation is 
her only answer to anxiety! 

This withdrawal, or refusal to meet the 
patient on an emotional level, is a self- 
protective device. For in the patient's suf- 
fering one sees one’s own possible future or 
that of a loved relative. To feel for the pa- 
tient is, in a sense, to suffer with him and 
this is unpleasant and anxiety-provoking. 
Thus, in avoiding the patient as a person, 
one avoids one’s own anxiety—much as the 
doctor in the autopsy room conceals his 
anxiety behind a highly intellectualized at- 
titude of scientific curiosity. 

But to the patient with his dependency 





needs, emotional withdrawal is tantamount 
to rejection. The psychic pain that this 
gives rise to in an insecure patient may 
lead to a serious breakdown in his adaptive 
mechanisms. An example from recent ex- 
perience involves a 72-year-old man, a resi- 
dent in a home for the aged. A passive, 
clinging man, he suffers from bronchial 
asthma and a peptic ulcer. For several 
years he maintained a fairly comfortable 
adjustment with the help of a warm, ma- 
ternal nurse who occasionally fed him his 
favorite food—warm milk—but did not 
permit him to manipulate her unduly. 
Then an intercurrent illness forced his 
transfer to an infirmary and another nurse. 
He made an early bid for the same relation- 
ship with the new nurse but she was “too 
busy to pamper him.” He promptly devel- 
oped an alarming exacerbation of asth- 
matic symptoms which made the nurse 
busier than ever with oxygen and hypo- 
dermics. 

The emotional interactions between 
nurses and patients are of such moment 
that they can be ignored only at the pa- 
tient’s peril. 

I have tried to highlight something of 
the psychology of the patient, of the nurse 
and of their interactions as a unit. These 
principles, of course, apply to the patient 
with cancer as well as to patients with other 
illnesses, but the special problems of the 
cancer patient and of the nurse who treats 
him are worthy of further consideration. 

The idea of cancer in the public mind is 
intimately connected with the idea of pre- 
mature, painful and lingering death. 
Often, also, it brings to mind horrendous 
fantasies of being devoured from within, 
being eaten alive. Alone among the animals 
in the knowledge of his own death, man has 
always stood in fear and awe of it. Human 
thought cannot truly conceive of death be- 
yond the act of dying and wishful theories 
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about a spiritual life hereafter. Biologi- 
cally, the human machinery involved in ap- 
preciation of time stops with death, and 
since man can think only in terms of a 
present, a future and a past he cannot im- 
agine death. Yet for centuries men have 
attempted to come to grips with their fear 
of death and this was a preoccupation of 
artists, philosophers and theologians. Until 
a few decades ago death was close to every- 
one, with more babies dying than surviving, 
with a considerably shorter life expectancy 
and with premature death from infectious 
disease a commonplace. But now medical 
science has made a long life expectancy 
everyone’s birthright. Interest in dealing 
with the fear of death has declined with the 
decline of art and the well nigh universal 
concern with science and technology. Now 
man expects and is expected to die quietly 
in old age without fuss or undue expense or 
prolonged suffering for his family. The 
armbands of mourning are fast disappear- 
ing. 

Thus our culture assists us in dealing 
with our fear of death by simply avoiding 
the subject. One of the most painful les- 
sons of childhood, along with the realiza- 
tion that one is not omnipotent, is the 
awareness of one’s own mortality. The 
sting is partially removed from this knowl- 
edge by the idea that death is a long way 
off, happening when one is very old. Since 
it is difficult for anyone to imagine himself 
as an old man, a comforting note of uncer- 
tainty is added to death. This rationalized 
avoidance of the knowledge of death is car- 
ried on into adult life to be only intermit- 
tently jarred by accidental death or death 
from heart attack. These deaths are mostly 
quick and unheralded. But cancer is quite 
another thing! For here is the popular 
idea, often unhappily true, of the death 
sentence—of certain death in the painfully 
immediate future. The recognition of this 
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knowledge as man’s supreme fear lies be- 
hind the whole idea of capital punishment. 
The real punishment is the agony of wait- 
ing for the set date. 

The intensity of the fear of death—or, 
more specifically, of immediately foreseeable 
death—varies from patient to patient. One 
may be more fully aware of it; another may 
be more successful in unconsciously hiding 
it from himself. Often other common fears 
associated with cancer consciously super- 
sede the fear of death. The fear of being 
eaten up by cancer becomes the adult real- 
ization of a host of long-forgotten childhood 
fears. Psychoanalytic investigations have 
demonstrated that cannibalistic fantasies 
are common in early childhood (2). The 


child fantasies biting or eating the frustrat- 
ing mother as an outlet for primitive ag- 
gression or as a means of making the parent 
part of himself, increasing his power by be- 


ing the parent as well as himself. By the 
principle of an eye for an eye, a tooth for a 
tooth, the child fears that mother will pun- 
ish him for such thoughts by eating him up. 
He works out these fears in fairy tales and 
nursery games in which the witch tries to 
eat the child but is finally thwarted. 

In this same vein, cancer is often seen as 
a punishment, with the patient crying, 
“What did I do to deserve this?” The 
adult idea of divine punishment for sinful 
thought or deed is an extension of the feel- 
ing of guilt and a continuation into adult 
life of the magical thinking of children. 
For example, a child whose mother is ill 
may be overcome with remorse because he 
is convinced that mother’s illness was 
caused by his angry thoughts about her. 

The cancer patient may be harassed much 





1I am particularly indebted to Dr. Eissler’s excel- 
lent work, The Psychiatrist and the Dying Patient, 
for many of those ideas discussed here that are per- 
tinent to the psychology of the dying patient. 
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more by the fear of mutilation or deformity 
than he is by the fear of death. This is by 
no means confined to cancer patients, as 
seen, for example, in wartime when soldiers 
commonly express their preference for 
death over the loss of a limb. Broadly 
speaking, such fears are related to uncon- 
scious masculine-feminine conflicts deriv- 
ing from childhood fears of genital mutila- 
tions as punishment for forbidden sexual 
thoughts. Beyond this, mutilation fears in 
cancer patients, although partly rooted in 
reality, are also partly rooted in the emo- 
tional significance of the specific areas in- 
volved. For example, a colostomy may re- 
awaken all the old fears of mother’s rage at 
defecation in the pants instead of the pot. 
The loss of a breast in a lovely woman who 
admires these evidences of feminine beauty 
may provoke a mourning reaction as in- 
tense as if she had lost a loved relative. 

In addition to the fears and anxieties 
that accompany cancer are the reactions of 
rage and depression with which many peo- 
ple react to the knowledge that they have 
cancer. Their bitter resentment at the 
cruel fate which deprives them of their 
work, their pleasures, their loved ones, cer- 
tainly appears to be well justified by the 
reality. But there are those whose resent- 
ment, beneath the surface of awareness, is 
directed not at fate but at their own family 
and friends who will live on after they are 
dead. 

The depressions with which many pa- 
tients react to the knowledge that they are 
incurable are probably the most painful of 
the emotional reactions to cancer. The suf- 
fering of despair and hopelessness tran- 
scends any physical pain. Suicide is a not- 
infrequent sequela of such depressions, and 
Eissler! has theorized that these self-destruc- 
tive acts are the culmination of a violent 
antipathy to a passive submission to death 
(3). Instead, the patient feels a triumph 





over nature by determining for himself the 
time and method of his exitus. 

In recent years, medical and lay organ- 
izations have launched extensive campaigns 
of public education in an attempt to dimin- 
ish widespread fears and misconceptions 
about cancer. By now, most people know 
that an appreciable percentage of patients 
can be cured if detected and treated early 
enough. The patient who, out of igno- 
rance, ignored suggestive symptoms or de- 
layed examination until too late has been 
helped by this campaign. But many, many 
more indulge in delay or belittling of symp- 
toms not out of ignorance but out of fear. 
The magic thought is, “What I don’t know 
won’t hurt me.” At a deeper unconscious 
level, delay may represent a seeking for suf- 
fering and death as atonement for real or 
fantasied transgressions. 

An unfortunate by-product of the cam- 


paign for cancer education is the number 
of people who are cancer-phobic, imagine 
every twinge to be a growth and go from 


doctor to doctor for reassurance. Nurses 
and physicians are often irritated by these 
patients and dismiss them as neurotics or 
hypochondriacs, using the words to convey 
contempt. Actually, such physical preoc- 
cupation is frequently the only outward 
sign of a serious depression or an incipient 
psychosis. 

The emotional problems confronting the 
nurse who takes care of the cancer patient 
depends, of course, upon the prognosis. 
The patient with a good prognosis, or even 
an uncertain one, will often respond to re- 
assurance and realistic measures for reha- 
bilitation from the nurse who can establish 
a warm and giving relationship. Those pa- 
tients with special personality problems 
who do not respond will more often fall 
into the purview of the attending physician 
or psychiatrist to treat. 

But the patient who is on the downhill 
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course of palliative x-ray and drugs, inter- 
mittent or terminal hospitalization, pre- 
sents a singular challenge to a nurse’s emo- 
tional capacity to help. The burden is 
thrust upon her, for she is the only member 
of the medical team who is in any sus- 
tained contact with the patient. If she can 
conquer her inclination to withdraw into 
starchy but impersonal efficiency in the face 
of her own anxieties about death, and meet 
the patient on a human level, she may 
render an immeasurable service. For how 
can you measure the value of a relatively 
tranquil last few months of life as against 
an equal time of despair, depression and 
overwhelming anxiety? The nurse may 
ask why she should have to take up such 
an awesome burden. What of the patient’s 
family? It is true that there are relatives 
who are capable of giving such help. But 
more often the relative is so emotionally in- 
volved with the patient and with his own 
grief that he cannot be of any real assist- 
ance. It is a curious fact of mental life that 
the impending death of a loved relative in- 
duces unconscious resentment toward him 
(4)—resentment for leaving the relative 
alone, for making him suffer the pain of 
mourning. The old resentments and mem- 
ories of ill-treatment of the dying one come 
up to plague the relative with guilt. He is 
so immersed in his own inner struggle that 
he cannot relate to the patient in a helpful 
way and is often more of a problem to the 
nurse than the patient himself. 

Fortunately there is a powerful psycho- 
logical force that comes to the assistance of 
the nurse in her task with the dying. This 
is man’s need to avoid the knowledge of 
his own death. This need is as old as man 
and has motivated all of the great philoso- 
phies and religions of the world. In the 
case of religion particularly, it has pro- 
vided the strongest argument to believe. 
For if one can believe in a life hereafter, 
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whether it be in the Judeo-Christian 
heaven or in the happy hunting ground of 
the American Indian, one can convince 
oneself of immortality and deny the painful 
knowledge of death. The nationwide in- 
terest aroused by the Bridey Murphy story 
is understandable in this context. If one 
has lived before, then one may expect a 
future reincarnation on familiar earth in- 
stead of in a questionable heaven, and 
death is again defeated. 

The techniques man uses for partial de- 
nial of the finality of death are varied and 
numerous. The political martyr may ac- 
tively seek his execution in his conviction 
of the right and immortality of his cause. 
The artist finds his consolation in the be- 
lief that he will live on in his works, the 
scientist in his discoveries, the politician in 
history. The less distinguished man tells 
himself that he will continue in his children. 


Techniques for partial denial probably ex- 


ist in every one. Many, however, are able 
to achieve complete denial of the knowl- 
edge of impending death in the face of in- 
controvertible evidence to the contrary. 
Consider the millions who went quietly to 
their death in the Nazi gas chambers, with- 
out resistance or revolt, in spite of the fact 
that they outnumbered their guards by 
hundreds to one. How fervently they must 
have wanted to believe that they were going 
to showers as they had been told. 

Many nurses are familiar with cancer 
cases who were totally oblivious of their 
diagnosis in spite of obvious evidences of it. 
Such cases have been reported even among 
physicians. 

I am indebted to one of my colleagues 
for his account to me of a case which dem- 
onstrates the ease with which one can help 
a suitable patient to achieve complete de- 
nial. A young lady came to his office in a 
panic, having just been informed by cancer 
experts that her pains were caused by an 
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inoperable recurrence of her previously op- 
erated malignancy. He studied her x-rays, 
conducted an examination and then de- 
clared that the experts had been mistaken, 
that her symptoms were produced by ar- 
thritis. With the prescription of a regimen 
of treatment her panic dissolved and she 
spent the remaining months of her life in 
relative tranquility. 

The decision to inform a hopeless cancer 
patient of his prognosis involves a heavy 
responsibility for the ensuing mental an- 
guish. In my opinion, it is justifiable in 
only rare cases and should be avoided at 
all costs in patients with evidence of emo- 
tional instability. 

Those patients who have completely de- 
nied the reality of their state and those who, 
although aware of it, are tranquil in their 
intense conviction of life after death present 
little emotional challenge to the nurse and 
she need be aware only of the injunction to 
do nothing to disturb their belief. But 
those who know that death is near because 
they have been told and those who, al- 
though not told, sense it or half know it, 
have vast needs for the understanding nurse. 
Even those who know are engaged in a see- 
saw inner struggle either to deny the real- 
ity of their approaching demise or to miti- 
gate it with some concept of continuation 
after death. At the same time, they feel 
already set apart from the living and hover 
on the brink of despair. Despair and de- 
pression often supervene when the feeling 
of emotional isolation is conclusive. In 
the words of the poet, “Sterben, ach sterben, 
muss ich allein” (Die, oh die must I alone). 

The nurse who can overcome her defen- 
sively mechanical approach to the dying 
patient and establish a warm emotional 
bond with him can now help in several 
ways. She can divert his attention to those 
of his interests and activities from which he 
can still obtain even a modicum of pleasure. 





This does not mean that she uses these di- 
versions as a way of changing the subject 
when the patient wants to talk to her of 
fears and death. For this is the time to 
listen sympathetically. To change the sub- 
ject is to damage the emotional bond and 
to frustrate the patient’s need to communi- 
cate and be understood. Through her con- 
versations with him, she can learn the par- 
ticular denial mechanisms he is utilizing 
and attempt to strengthen them. This 
strengthening is best accomplished with a 
minimum of words—a nod of agreement, 
a look of approval, a word of encourage- 
ment. An imaginative example of non- 


verbal strengthening of the patient’s denial 
is in the case reported by Dr. Eissler in 
which he sent as a gift to his dying patient 
a subscription to the next season’s concerts. 

To those patients whose religious beliefs 
happily aid their need to deny death the 


clergyman can be of powerful assistance. 
But for a clergyman or nurse to proselytize 
a dying patient with religious or philosophic 
beliefs that are unacceptable to him is an 
unfair assault upon his dignity. 

Finally, the nurse, unencumbered by the 
inner turmoil of the relatives, can show the 
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patient, quietly and simply, her own sor- 
row, sympathy and pity. To the patient, 
these feelings of the nurse will cement the 
emotional bond that banishes aloneness and 
despair. Though he dies, he feels that he 
does not die alone, that a part of the nurse 
in a sense dies with him. 

That the nurse should assist the patient 
in his denial of death and at the same time 
show her feelings at his approaching de- 
mise would seem to present a contradiction. 
But mental life is used to contradictions 
and the psychology of approaching death 
is characterized by them. 

If the nurse be successful in her arduous 
emotional tasks with the dying, she fulfills 
to the utmost the ideals of her profession. 
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The director of the National Education As- 
sociation’s research division sums up the 
matter of discipline in these words: “Any as- 
sumption that most of today’s children and 
youth are going to the dogs is a serious mis- 
take” (1). This conclusion by Dr. Lambert 
is based on the responses to a questionnaire 
mailed by the NEA to a stratified sampling of 
classroom teachers, in which teacher opinion 
on the topic of discipline was asked. But 
much that is psychological, scientific, objec- 
tive and technical in the area of discipline 
certainly needs expression, analysis, integra- 
tion and ultimately implementation. 

We know that in dealing with the admin- 
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Discipline 


Its psychological and 
educational aspects 


istration of pupil personnel boards of educa- 
tion have the authority, either expressed or 
implied, to make and enforce any rule or 
regulation governing the conduct of pupils 
which is not unreasonable (2). It should be 
pointed out also that the authority of the 
school board extends to the pupil while off 
the school grounds if the act in question is 
such as to affect directly the discipline and 
good order of the school. It is well estab- 
lished that a board of education may disci- 
pline a pupil to the point of suspension or 
expulsion for disobedience of reasonable 
rules and regulations. 

But parents, adults everywhere, and even 
teachers and school administrators are now 
deeply concerned over the kind of genera- 
tion of children our schools are producing. 
Pronouncements in the press, in magazines, 
in books, and by parents themselves are 
often strongly critical of the schools and 











their effect on modern young people. The 
great confusion existing in the minds of 
parents and critics alike is owing in part 
to the change in the very nature of dis- 
cipline itself. Because the so-called rod is 
ceasing to be the symbol of authority, and 
punishment is no longer the basis or im- 
petus of school-boy effort, many people as- 
sume that discipline is disappearing. 

A school of psychologists believes that 
perhaps America needs more than anything 
else at this time a generation of parents who 
accept as fact that their most important 
business in the world is the raising of chil- 
dren with proper and appropriate disci- 
pline. Our life today is far more complex, 
more demanding and more mobile than 
ever before, and parents often unwittingly 
rush their children into the obligations and 
doings that are inappropriate for them, 
simply to satisfy the whim and wish of the 
parents themselves. This too causes lack 
of discipline and lack of control in the 
pupils later in life. 

Let us examine the area, problems, fac- 
tors and ramifications of the field of dis- 
cipline. 


What is discipline? Educationally and psy- 
chologically, Smith’s (3) definition is rather 
appropriate here, since its application is di- 
rect in most of our democratic classrooms: 
“School discipline is merely social control 
within the school group; it includes all the 
forces that mold attitudes and inspire con- 
duct of pupils. Its essence is that subtle 
thing called school spirit. Thus in every 
phase of school work, the problem of dis- 
cipline or social control must enter as part 
of the educative program, not incidentally.” 

In part, earlier concepts of discipline 
aimed to teach conformity and obedience. 
A pupil who questioned the word of a 
teacher was regarded as an upstart who de- 
served immediate and harsh punishment. 
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The teacher’s word was law, and failure to 
conform was punished by use of the hickory 
stick. 

Both the method and the aim of dis- 
cipline in today’s school are different from 
those of former years. Today the aim is 
to secure good order and socially oriented 
self-direction. Qrder which stems from 
purposeful activity will not always be “pin- 
drop” silence, but it will persist without 
adult control. When given an opportunity, 
children continually surprise adults with 
their ability to be intelligently self-direc- 
tive. 

Let us examine the matter objectively 
and in psychological terms. One important 
aspect of discipline in the schools today is 
that punishment is largely directed toward 
the symptoms of misbehavior instead of be- 
ing useful as a means of getting at the 
causes. The present view in psychological 
thinking leans in the direction of mental 
hygiene, i.¢., that causes must be deter- 
mined before an attack on symptoms can 
be very successful. Authoritarian discipline 
often gets the desired result of conformity, 
but in far too many cases the tension takes 
some other form of expression. A teacher 
may get silence in the classroom upon de- 
mand, but the suppressed tension of the 
students finds vent in varied ways, ¢.g., in 
writing on the hallway walls or in defacing 
the desks. 

Psychologists feel that before an individ- 
ual pupil’s behavior is condemned harshly 
the causative factors in the social climate 
and the standards of the group should be 
analyzed. Behavior patterns are acquired 
during the total learning situation and con- 
sequently an individual’s conduct cannot 
be judged apart from his social environ- 
ment. Discipline, instruction and environ- 
mental factors are interactive; in this, edu- 
cators are in agreement with psychologists. 
If the child is to acquire rational behavior, 
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he must have, as in other types of learning, 
the satisfaction of right responses and the 
related annoyance of incorrect responses. 
The type of activities from which a child 
derives his satisfactions certainly is an im- 
portant consideration in guiding his be- 
havior. The child who finds his greatest 
satisfaction from self-centered activities dis- 
plays a lack of social maturity. 


Misbehavior requires treatment and con- 
trol no less than physical illness. However, 
treatment that breaks down self-confidence 
in a child and makes him overly fearful of 
rebuke can seriously retard his educational 
and emotional growth. Disciplining by 
parents or teachers that creates constant 
fears and anxiety will inhibit children by 
stifling their natural tendencies to explore 
and to experiment. Certainly punishment 
at times is warranted, but if punishment is 
inflicted it should have a corrective value 
as well as provide the child with a sense of 
having learned something that will guide 
him in the future. Punishment should not 
be inflicted for its own sake, nor merely as a 
quick emotional flare-up in response to a 
particular act of bad conduct. 

Also, acquiring proper patterns of be- 
havior involves self-activity on the part of 
the learner. For children to be able to 
grow in self-discipline, they must have 
ample opportunity to secure this growth. 
Where children are working cooperatively 
under the guidance of a teacher to achieve 
goals they have planned to work towards, 
there is no thought of conduct except to 
determine the best method of achieving 
the group’s objectives. Discipline here is 
inseparable from teaching. Wholesome 
growth in discipline takes place as children 
gradually assume more and more respon- 
sibility (4). 

The teacher may well be concerned with 
the sum total of temperament, outlook and 
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habitual choice which involves the person- 
ality of the child. Children should be 
given the tools of analysis and should be 
given the opportunity to pass judgment on 
conduct just as they are given a basis for 
passing judgment on the merit of a piece 
of literature. Growth in proper behavior 
must be based upon the insights and under- 
standings of how individuals may become 
better judges of good and evil (5). 

If it is to be effective, discipline must be 
predicated on certain basic rules of conduct. 
If our future society is to be strong and 
sound mentally, emotionally, physically 
and educationally, parents and teachers 
would do well to acquire fundamental 
knowledge and sound habits in the training 
of children. Regular hours of rest and 
sleep, coupled with wholesome food, are 
requirements not only of the home but of 
the school in its indoctrination of children. 
Parents must be consistent in their han- 
dling of children, loving them yet being 
firm, and must give of their time to explain 
the responsibilities of daily living. Dis- 
cipline is also based on proper home en- 
vironment, a home in which religion is 
made the cornerstone, not merely given lip 
service. This must, of course, include par- 
ents who truly love each other and live 
together in mutual respect. Discipline of 
children also requires a father who feels 
his responsibility for participating in the 
training of the child, in all possible ways. 


In diagnosing children’s behavior the 
teacher must come to recognize the part 
that emotional factors play in determining 
human conduct. Many of the important 


decisions made by our pupils, particularly 
by the more immature among them, are 
largely on an emotional basis. Fundamen- 
tally, the function of education is to lead 
the child toward greater mental maturity 
and thereby assist him in making more of 








his decisions on a rational basis. Yet one 
who takes a realistic view of human be- 
havior cannot fail to recognize the critical 
impact of the emotions upon conduct. 

The child needs practice in learning to 
behave appropriately in various situations. 
It is no more reasonable to assume that er- 
rors in behavior may be eliminated by ver- 
bal instruction alone than it is to expect 
that errors in grammar may be eradicated 
so easily. Only as the child is presented with 
numerous opportunities for correct action, 
together with an understanding of its real 
meaning, does he learn to behave in a 
better manner. He then must practice con- 
tinuously so that acceptable behavior be- 
comes more or less automatic and habitual, 
even involuntary. 

Another important psychological princi- 
ple is this: Only when the individual under- 
stands the implications of his acts do they 
become significant and aid in his character 
development. When the teacher acts merely 
as a censor for outward mannerisms, she 
thwarts the child’s growth in accepting 
moral responsibility for his actions. The 
teacher should play the role of stimulator to 
right behavior, rather than critic. Cer- 
tainly learning to behave properly is among 
the most complex of all learnings. It is 
achieved only by constant effort. Children 
need guidance, not dictation, in establish- 
ing habits of good conduct. 

Many factors and conditions influence 
child behavior. In order to understand 
and direct a child’s behavior in an intelli- 
gent manner, the teacher should recognize 
that individual behavior is in part the result 
of many forces in the community. Some of 
these forces are economic; others derive 
from the standards of conduct of other 
children and adults. Particularly signifi- 
cant in the thinking of the child and his 
overt behavior are the standards of values 
held by the children of the group with 
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whom he associates. Where a community 
sets wealth as a standard of personal value, 
a child’s acceptance by various social levels 
or units may be mainly (and unfortunately) 
on an economic basis. Even if he has a 
sound personality, possesses qualities of 
leadership and is able to gain admittance 
into the so-called exclusive circles, he may 
still be confused in his thinking and even 
be handicapped in his activities. The point 
we are making is, nevertheless, that the 
teacher has the responsibility of assisting 
pupils in the developing of a sound set of 
values. 

Studies of children enrolled in schools 
reveal that too many are handicapped by 
serious defects or illnesses. Many more 
have minor defects. It is to be remembered 
that problems of behavior may often be 
traced directly to the child’s physical handi- 
caps. Even feelings of physical inadequacy 
result in social maladjustment and acts of 
misbehavior.’ This is particularly true if 
the handicap is serious enough to prevent 
the child from taking part in gym work or 
sports. 

Many factors account for restlessness in 
children. Malnutrition, poor vision and 
defective hearing contribute to poor 
achievement and the child then is irritated 
with the school situation. The teacher 
should not be too quick to punish, and 
should be able to recognize signs of malnu- 
trition and of possible mental and physical 
fatigue. 

Just as the teacher should understand 
child behavior, she should recognize the 
basic needs of her pupils. Every child 
needs to have feelings of security, a sense 
of belonging and a growing realization of 
adequacy or success. If he does not satisfy 
these needs in some part at least, his need 
for satisfaction may manifest itself in nega- 
tive behavior, at school and in the home. 
Emotional blocks may even develop in a 
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school situation in which the child is sub- 
jected to strongly rigid requirements of 
conduct. 


Essentially, the so-called “problem child” 
may often be the product of heredity rather 
than environment. New findings in human 
genetics may in time nullify the prevailing 
tendency to blame all defects in person- 
ality on a child’s early environment and 
conditioning. According to some teachers 
and other adults who work with delinquent 
and seriously undisciplined children, too 
heavy a burden of blame and responsibility 
is often placed on the parents of children 
who were supposedly “just born that way.” 
There is mounting evidence that heredity 
produces degrees of susceptibility or resist- 
ance to innumerable traits and character- 
istics which often are regarded as purely 
environmental. These children who are 


delinquent may have been born with tend- 


encies which incline them much more than 
other children to abnormal behavior or 
functioning. In fact, psychological think- 
ing would prevail upon teachers, parents 
and adults to avoid calling everything “‘en- 
vironmental” or “psychosomatic” or “con- 
ditioned.” Needless to say, then, the great- 
est and most immediate hope of the field of 
education should be in reducing human de- 
fectiveness in whatever area and also in im- 
proving environmental factors. 

The seriousness of behavior difficulties is 
often determined by the mental maturity of 
the individual. A child of low intelligence 
is often susceptible to the suggestions of 
other persons and might find himself in a 
behavior situation without discriminating 
as to the seriousness of the difficulty or its 
implications. But many problems requir- 
ing discipline often arise among children 
of high intelligence, too. If the school situ- 
ation fails to present a challenge for the 
bright child to exercise his mental abilities, 
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boredom and restlessness may cause him to 
misbehave. 

Parents can learn a lot about dealing 
with their children’s behavior by becoming 
familiar with disciplinary lessons that 
every teacher is expected to know. The 
object of discipline is to help an individual 
to do what is expected of him; and if a 
child is to do what is expected of him, he 
must first be helped to understand real 
goals and limitations. Children need the 
security that comes from feeling there is a 
guide, a protective authority that will 
watch over them. Basic to good discipline 
also is the function of helping the child de- 
velop a feeling of personal worth. The 
good teacher and the good parent should 
provide the kind of discipline all children 
need; that includes, among other things, 
giving the child a limited area in which to 
experiment and make mistakes, helping 
him understand his mistakes, and showing 
how the problems of living call for certain 
kinds of behavior. 


Let us not overlook this fact, namely, that 
a child’s behavior is greatly influenced by 
his home environment. The standards of 
conduct of his parents are usually reflected 
in the child’s acceptance or rejection of 
their behavior patterns. Discord in the 
family resulting from parental differences 
over the severity or the methods of punish- 
ment often results in confused and incon- 
sistent child behavior. Bickering and argu- 
ments in the home are conducive to 
emotional disturbances in the child. The 
presence in the home of a more talented or 
a more gifted brother or sister, or a favorite 
child, may cause deep resentments on the 
part of the child less fortunate or less 
favored. The child of an immigrant or 
foreign-born family which may have been 
subjected even inadvertently to acts of dis- 
crimination in the community may be un- 





able to make a satisfactory adjustment to 
school life. The rather important point 
here is that, even if it may be necessary at 
times to correct a pupil’s actions immedi- 
ately, the teacher has the responsibility to 
search for and, if possible, to find the causal 
factors of misbehavior. 

Estes (6) states: “After punishment is ad- 
ministered the effect on the organism is to 
produce an inhibition of behavior.” Al- 
though a teacher may prevent a pupil from 
sucking his thumb by shaming him, the 
teacher may not notice that the pupil's 
insecurity may now show itself in his with- 
drawal from the groups in which the 
teacher works. Repressions may serve the 
needs of teachers at times, but does not help 
the child to become more self-directing. 

Study of the psychology of the school 
group reveals many factors contributing to 
anti-social or unsocial conduct of individ- 
ual pupils. In an analysis of the structure 
of the school group, Sheviakov and Red (7) 
suggest six factors which may cause unde- 
sirable individual conduct. The following 
is an adaptation of their viewpoint: 


Dissatisfaction in the work process. The 
subject matter may be too easy to challenge 
the abilities of the students, thereby caus- 
ing them to seek other outlets; or the sub- 
ject matter may be too difficult and produce 
student indifference or irritation. Also, as- 
signments may be poorly planned. 


Emotional unrest in interpersonal relations. 
Tensions growing out of strong friendships 
or animosities among pupils may supersede 
work interests. Competing cliques may be- 
come emotional disturbances. Clashes of 
personality between pupils and teachers 
often result in serious maladjustment. 


By the 


Disturbances in group climate. 
term “group climate” Sheviakov and Redl 
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mean the basic feeling tone which under- 
lies the life of a group, the sum total of 
everybody’s emotions toward each other, 
toward work and toward the organization. 


They give the following examples of differ- 
ent types of group climate: 


Punitive climate: One in which pupils are 
accepted or rejected on the basis of the 
teacher’s behavior code. 


Emotional blackmail climate: In this situa- 
tion the children develop a strong emo- 
tional dependence upon the teacher and 
there is strong rivalry between the children 
who conform and those who are not close 
to the teacher. 


Hostile competition climate: Everybody is 
whipped into competition with everybody 
else. The result is extreme uncooperative- 
ness among members of the group. 


Group pride climate: In its extreme form, 
feelings of group vanity and conceit may 
result. The individual who does not meet 
all the requirements of group loyalty may 
be made an outcast subject to group perse- 
cution. 


Mistakes in organization and group leader- 
ship. During the period of adolescence 
there is need for the gradual emancipation 
of the child from adult domination. Some 
of the features of the school organization 
which disregard this need of youth are too 
much autocratic pressure, too much organ- 
ization, and group organization out of focus 
with the age, maturity, background and 
special needs of the group. 


Emotional strain and sudden change. A 
member of a group may become unduly ex- 
cited about examinations, athletic contests 


279 





or community events. Sudden changes in 
behavior requirements, techniques and 
leadership frequently result in emotional 
upsets of both individuals and group. 


The composition of the group. Frictions 
and discipline problems may develop un- 
less children are grouped on the basis of 
criteria relevant to group life. 


Parents and teachers sometimes place too 
much faith in the rational process in trying 
to get across to children the importance of 
certain rules of behavior. There are times 
when the adults should simply say to chil- 
dren that a rule must be insisted upon only 
because the adult knows better what is 
good for the child. The democratic way is, 
of course, vital in working with children, 
but we must not make the mistake of think- 
ing that children will follow rules and regu- 
lations just because they have been care- 
fully explained and discussed. Discipline 
cannot be totally permissive; yet ruling 
children haphazardly through fear and 
punishment can be damaging. Within a 
framework of adult-set limitations and con- 
trols, the child must still have freedom to 
make mistakes and to experiment, for only 
in this way can he develop the inner con- 
trols necessary for self-discipline. 

To be sure, the amount of freedom suit- 
able for a child depends upon the child’s 
age and maturity. The ideal situation in 
terms of discipline is one in which areas of 
freedom are inconsistently widened over 
the years. Also, an atmosphere of love and 
acceptance is the first essential for helping 
children grow in self-discipline. Along 
with conditions stimulating to free action, 
there is a need for careful organization of 
the child’s life at school; as children grow 
and mature, they should take increasing 
responsibility for helping to establish their 
own limitation and rules. In many situa- 
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tions in a child’s life, however, the teacher, 
the parent, the adult generally, must as- 
sume final responsibility; and in such situa- 
tions, vagueness or confusion make for poor 
discipline. 

We feel that all pupils should not be 
disciplined in the same manner. The shy 
pupil may well be treated kindly while the 
deliberately mischievous child may require 
more vigorous methods of control. There 
is certainly need at times for placing re- 
straints upon the activities of individuals 
and groups of children but the manner in 
which the restraints are imposed is espe- 
cially significant. ‘There are a few basic 
considerations which teachers may find 
helpful in preventing individual violations 
of good behavior. Bernard (8) lists several 
of these, again keeping in mind that mental 
hygiene is the basis of good discipline. 


Teachers must understand the nature of 
children. It should be remembered that 
growth takes place on uneven fronts; be- 
cause pupils may have gained independ- 
ence in one area does not necessarily mean 
that they can reasonably be expected to be 
independent in all activities. The degree 
of pupil control usually varies with the 
situation. It is natural for children to de- 
sire freedom of movement; to restrict this 
freedom unnecessarily or injudiciously is 
to ignore one of their innate drives. The 
teacher should recognize the individuality 
of each child. Every child is unique and 
the teacher should understand this just as 
she understands that every pupil’s learning 
interest varies. All pupils cannot be forced 
into any one particular kind of mold, in- 
tellectually, academically, emotionally. 


Strict domination should be avoided. While 
there must be order underlying productive 
work, the lock-step procedures all too often 
used in classrooms do not bring about con- 





_ tinuously productive activity. Work done 
under compulsion develops a distaste in the 


pupil. 


Discipline should be appropriate and con- 
sistent. Appropriate discipline takes into 
account the individual, the time, the total 
situation and the degree to which the be- 
havior differs from the individual’s typical 
responses. As to consistency, one should 
not overlook a given response at one time 
and deal with it decisively and abruptly at 
another time. 


Shaming, sarcasm and ridicule should be 
avoided. Any procedures which belittle an- 
other person may tend either to undermine 
his own sense of worth or to stimulate re- 
sentments that are destructive to a cheerful 
classroom atmosphere. When sarcasm and 
ridicule are used, it is not likely that the 
child will get the security needed from the 
feeling of companionship with his teacher, 
his school and his fellow students. Any 
words or actions which undermine his feel- 
ing of personal worth must be strongly con- 
demned from the standpoint of good dis- 
cipline. 


Pupils should be kept busy with interest- 
ing tasks. If the child is interested in his 
work there will be less need for imposed 
discipline. Busy and interested pupils have 
no time for acts that could keep them from 
reaching their objective. 


A good adult example should be set. Much 
behavior is learned by direct imitation and 
much by unconscious imitation or sugges- 
tion. Pupils try to imitate their admired 
teachers. Especially in high school, boys 
and girls consciously aim to pattern their 
behavior after teachers whom they have se- 
lected as heroes. Because of this, a teach- 
er’s attitude toward aspects of discipline 
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(lying, cheating, work habits, etc.) has direct 
influence on the conduct of his students. 
Not only the words he speaks but the atti- 
tudes he reveals may be taken as models by 
the pupils. 

Friendliness, fair-mindedness and respect 
for others—or suspicion, jealousy and big- 
otry—are learned from one’s intimates. 
This does not mean that a teacher has to be 
perfect. If a teacher cannot always be a 
sound example of self-discipline, he or she 
can at least make a consistent effort to grow 
better toward self-control. 


Seek the cause of misbehavior. At times a 
student does something just because he can 
get away with it, but usually misbehavior 
is generated by some tension or deprivation 
felt by the child. 


Have confidence in self and pupils. Auto- 
cratic procedures by the teacher are likely 
to grow out of personal feelings of insecur- 
ity. The teacher may demand strict con- 
formity because of the fear that things will 
get out of hand; he must be confident that 
the pupils are capable of assuming respon- 
sibility. Children enjoy living up to ex- 
pectations. If they know mature conduct 
is expected, they will strive for it; but if 
they know the teacher suspects them of in- 
competence, it will not likely hurt their 
feelings to show the teacher that he or she 
is right. 


Use reasoning. Understanding is necessary 
to self-discipline. The teacher has the re- 
sponsibility of explaining to erring students 
the reasons for rules and regulations in gen- 
eral and the reason for a specific require- 
ment in a specific case. This reasoning 
should take place when the teacher is emo- 
tionally calm. If reasoning is attempted at 
a time of emotional stress, there is too great 
a likelihood that what is said will degener- 
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ate into wrangling, even nagging. ‘Teach- 
ers should not expect youngsters, even of 
high school age, to understand their own 
motivation; it is therefore not very practical 
to try to reason with them by asking, “What 
makes you do this?” ‘Too often, the pupil 
honestly does not know the answer to such 
a question. It is better psychology to try to 
have the pupil place himself in the situa- 
tion of another. Try to get him to see how 
he would feel on the receiving-end of the 
very behavior in which he has been indulg- 


ing. 


Authority must be positive. In many 
schools pupils participate in the making of 
disciplinary policy and share in carrying 
out the policy. However, the teacher is 
accountable for classroom conduct. Spe- 
cialization carries with it authority that can 
be and should be used constructively. 


Provide for substitute behavior. Instead of 
forbidding the child to interrupt what an- 
other is presenting in class, the teacher may 
ask him to wait his own turn and then 
make some thought-out contribution (9). 
Instead of telling him only that he must 
study, the teacher should make an attempt 
to discover why he is not interested in the 
project and help him find some aspect of it 
that will challenge him. Providing substi- 
tute activities is not being educationally or 
psychologically “soft.” Rather it is recog- 
nition of the fact that behavior is caused; 
that the ultimate aim of discipline is self- 
direction; that growth is an individual 
process; and that a mature individual must 
get along without constant supervision. 


Discipline should be democratic. Demo- 
cratic discipline has a triple advantage. It 
is in accord with the objectives and prin- 
ciples of our society, and thus provides 
preparation for more effective adulthood. 
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It tends to capitalize on individual assets, 
and thus provides a means of stimulating 
growth toward independence and self-direc- 
tion. And it lessens the chances of generat- 
ing habits and tensions that are harmful to 
mental health. 


Wholesome discipline can be developed 
when the teacher’s direction is not only pos- 
itive but also cooperative, fair, consistent 
and attentive to individual differences. 
Such discipline depends on teachers who 
have a thorough knowledge of growth prin- 
ciples in general and an appreciation of the 
specific causes of behavior in terms of the 
school and out-of-school backgrounds of 
individuals. 

Too often discipline is thought of in the 
school only. Essentially, discipline must 
have its impetus and origin in the home. 
Only those children with parents or guardi- 
ans who are themselves well disciplined 
may be expected to be soundly disciplined 
as individuals. No greater mistake can ever 
be made by parents than to attempt to dis- 
cipline children by temper and by scream- 
ing at them, or by pushing children around 
in a bullying fashion. Parents actually set 
the example through their own personal 
conduct of the standards they profess to 
want for their children; there are too many 
parents who preach one thing and do an- 
other, however. Discipline of children re- 
quires parents who are honestly interested 
in their children’s activities; who try to 
find out what the natural interests and ac- 
tivities of their children are; who encour- 
age their children to discuss problems with 
them; and who try to help their children to 
find opportunities for development of those 
aptitudes and interests that the children 
too, at the time, feel to be important in 
their lives. Basically and fundamentally, 
disciplined parents will have disciplined 
children if they encourage their children 





to accept responsibility and allow them to 
share consistently and intelligently in fam- 
ily planning within the family group. 
Those of us concerned with the entire 
field of discipline and its psychological 
implications should realize that there are at 
least a number of aims of education that 
we should strive for in the foreseeable fu- 
ture. Not only psychologists but teachers 
working directly with pupils of all ages may 
well give much thought and planning to 
teaching children to be critical observers 
and listeners. Children should learn to live 
and work together harmoniously. They 
should be taught functioning skills in such 
academic subjects as reading, writing and 
arithmetic, to help decrease the possibility 
of delinquent action and behavior in later 
years. They should be taught how to seek 
facts and to find answers. They should 
understand human geography; they should 


develop a thorough understanding of the 
peoples and cultures of the world, however 
different and varied they may be from their 
own. Children should be taught to adjust 
to change without fear. They should learn 
to express themselves clearly in order to 


communicate with others. They should 
learn to respect leadership and learn to re- 
gard authority not with defiance but with 
sufficient respect for the experience, the 
training and the knowledge that proper 
leadership requires. They should be en- 
couraged to meet their fullest potential; 
they should not just learn to read, for ex- 
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ample, but learn to read as well as they are 
capable of reading. Finally, they should be 
taught by parents, teachers and other adults 
to develop a sense of responsibility to each 
other in their roles as citizens of the com- 
munity. 
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GORDON J. ALDRIDGE 


The influence of Freud 


In a brief consideration of Freud and social 
work one faces the dilemma of selection; 
his influence has been pervasive and persua- 
sive. Of the three basic social work proc- 
esses—case work, group work and commu- 
nity organization—case work is the one 
which most directly sought and responded 
to psychoanalysis as a theoretical frame- 
work, a treatment system and an intellectual 
movement. Hence this paper, while at- 
tempting to reflect Freud’s impact on a 
profession, will be specifically concerned 
with his influence on social case work. 
Although professional social work is gen- 
erally considered a twentieth century and 
primarily North American phenomenon, it 
loses perspective if seen outside the histori- 
cal framework of social work and the social 
sciences on this continent and in Europe. 
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State University. His paper was presented at a 
symposium on Freud and the social sciences, held in 
November 1956 as part of the university’s Freud 


centenary program. 
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on social work 


Some form of meeting social and personal 
need has probably been with us as long as 
men have lived together in groups. From 
more or less well-intentioned efforts to tem- 
per human distress, social work has emerged 
as a professional activity through which 
communities seek to give help to those in 
need in a purposeful and enlightened way. 

Until the last hundred years the church 
remained the chief source of this helping 
function, as reflected by the work of St. 
Vincent de Paul in the seventeenth century 
and of Frederick Ozanam in the nineteenth. 
The emphasis throughout was on a kind 
but somewhat repressive giving or with- 
holding of help to the “worthy,” and the 
help was largely confined to material goods. 

The indiscriminate giving of alms seemed 
to increase rather than reduce the prob- 
lems arising out of rapid industrial expan- 
sion. The Elizabethan Poor Laws had at- 
tempted to bring order out of the chaos of 
public relief, but it remained for the Ger- 
man community experiments of the eigh- 
teenth and nineteenth centuries to develop 





the beginnings of an organized system of 
private welfare. By 1869 this system had 
reached England and was incorporated in 
the Charity Organization Society. The way 
had been prepared by the work 'of such 
people as Thomas Chalmers and Octavia 
Hill, who began to call attention to the 
need for individualization in social prob- 
lems. Octavia Hill (1), sometimes referred 
to as the first case worker, said: “Alleviation 
of distress may be systematically arranged 
by a society; but I am satisfied that without 
strong personal influence, no radical cure 
of those who have fallen low can be ef- 
fected.” 

The Charity Organization Society, also 
established in the United States a few years 
later, was a crucial development in the his- 
tory of social work. In addition to its 


functions of coordination and investiga- 
gation, it helped to underline the growing 


concern with the theory and practice of 
personal service and responsibility. The 
case workers (or friendly visitors) spoke of 
personal influence rather than relationship, 
but they recognized that the feeling between 
the visitor and the person being helped 
was of some importance. This was also the 
period in which there was beginning rec- 
ognition of the need for some formalization 
of knowledge and training, and some con- 
cern with the perplexing fact that different 
people behaved differently in similar situa- 
tions. 

With the turn into the twentieth cen- 
tury, social work moved into what has been 
termed the sociological stage. There was 
increasing concern with the kind of social 
order in which man lived and a growing 
conviction that man’s life experience was 
environmentally determined. Hence, mod- 
eration of the environment was considered 
the answer to social difficulties: place the 
child, change the job, move the family, even 
break up the home. Classification was a 
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major goal, and was applied to problems, 
causes and treatments. For a time there 
was a movement away from individualiza- 
tion, and persons in need of help were dealt 
with largely in terms of their category of 
distress. The plan for assistance was often 
one worked out by the worker, and the 
client was considered “uncooperative” if 
he did not follow it. 

There were, too, certain strengths emerg- 
ing from these experiences. The family was 
identified as the vital social unit. The 
importance of knowledge about people and 
their behavior was recognized. And, al- 
though the knowledge of dynamic psychol- 
ogy was limited, the existence of intra- 
psychic factors was recognized although 
their modification was thought to be best 
effected environmentally. 

These early years of the twentieth cen- 
tury were marked also by important dis- 
coveries in the fields of medicine, psychol- 
ogy and sociology. Social work was 
beginning to move beyond the confines of 
the social agency and into working rela- 
tionships with other disciplines, notably 
medicine and psychiatry. 

The sociological and environmental ap- 
proach was reflected at its best in Mary 
Richmond's definitive book, Social Diag- 
nosis (2), the first systematic and scholarly 
written statement of the philosophy and 
techniques of social case work. She under- 
stood individual differences, although the 
understanding was sociologically rather 
than psychologically oriented. Her discus- 
sion of the offering of professional help to 
persons in need is still pointed. She spoke 
(3) of “processes which develop personality 
through adjustments consciously effected, 
individual by individual, between men and 
their social environment.” 

While the publication of Social Diagno- 
sis in 1917 marked an important formula- 
tion of existing knowledge, World War I 
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provided a testing ground for new theories. 
Psychiatry and social work were both in- 
volved in the problems of adaptation to 
military life and, later, to postwar reac- 
tions. Social workers, already suspicious 
that environmental manipulation was not 
enough, grasped the opportunity of learn- 
ing more about emotional factors in human 
behavior. By the 1920’s the concept of the 
unconscious mind and its part in the mo- 
tivation of behavior had enlarged the social 
worker’s horizon to the extent that the cli- 
ent’s continuing material needs were some- 
times relegated to secondary concern. 

The new psychology was not specifically 
Freudian. As Virginia Robinson (4) has 
stated, there was “indiscriminate interest in 
any new psychological theory on the part 
of case workers.” From study of the emo- 
tional implications of other relationships, 
social workers concluded that the profes- 
sional meeting of client and worker also 
must have considerable meaning. This was 
recognized in 1928 at the Milford Confer- 
ence (5) when, in discussing “social case 
treatment,” the group said: “The flesh and 
blood is in the dynamic relationship be- 
tween the social case worker and the client 
... 3 the interplay of personalities through 
which the individual is assisted to desire 
and achieve the fullest possible develop- 
ment of his personality.” 

Although Jessie Taft discussed the “trans- 
fer” in relationship several years earlier (6), 
it was not until the 1930’s that psycho- 
analytic understanding of the significance 
and therapeutic use of relationship was 
given substantial attention by social 
workers. 

Then came what has sometimes been 
termed the era of rampant Freudianism, 
or the psychiatric deluge. With growing 
acceptance and incorporation in its tech- 
niques of the dynamic teachings of Freud, 
psychiatry was going beyond the walls of 
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the mental hospital into the community. 
It became more concerned with helping the 
person in his adjustment to life than with 
classifying his illness. Social workers, fam- 
iliar with the frustrations of attempting to 
help persons with emotional problems, rec- 
ognized that psychoanalysis offered a body 
of knowledge and a treatment system. They 
could readily identify with this new em- 
phasis and for some the identification led 
to a diluted kind of psychoanalysis as case 
work procedure. Emphasis on the emo- 
tional content of what were loosely defined 
as social problems led to such a swing away 
from the sociological orientation that the 
environment was almost forgotten. Al- 
though the agencies continued to give ma- 
terial assistance, this was looked upon as an 
appendage rather than a positive part of the 
helping process. The practice of passive 
case work, in which the worker was merely 
a vessel or sponge for the cathartic flow 
from the client, flourished until it became 
evident that neither the new knowledge nor 
the expression of feeling from the client 
had much value unless the worker took an 
active or catalytic part. 

The depression of the thirties arriving 
about this time had a profound effect, with 
its reminder that the environment is of 
great importance and that the “inner” and 
“outer” man is one indivisible man. De- 
spite the handicap of heavy case loads, two 
basic facts became clear: man’s feelings and 
behavior are influenced by his social sur- 
roundings and economic status and, 
equally, his feelings and his established pat- 
terns of behavior influence his choice of 
method for dealing with his social sur- 
roundings and economic status. Man, then, 
could have problems that are internal or 
external and would react to them intellec- 
tually, emotionally and physically, but 
neither his problems nor his reactions to 
them could be put into watertight com- 





partments and labeled—his environment af- 
fects his feelings and his feelings affect his 
environment (7). 

The years since 1940 are sometimes re- 
ferred to as the generic stage because they 
represent not only the bringing together of 
knowledge gained from the biological and 
social sciences but also the bringing to- 
gether of the common denominators of dif- 
ferent areas of social work. There has 
been a tendency for greater objectivity in 
social case work practice, characterized by 
more selective use of Freudian theory and 
of concepts from allied disciplines, particu- 
larly cultural anthropology. While this 
has led to a lessening of intensity in Freud- 
ian discipleship, it has contributed to more 
appropriate and focused application of psy- 
choanalytic principles. The case worker 
deals with problems of intrapsychic con- 
flict, but by relating treatment constantly to 
the realities of day-to-day living. The 
therapeutic goal in social case work is two- 
fold: to reduce pressures in the environ- 
ment and to fortify the client to bear pres- 
sures. The general aim of treatment, then, 
is to reinforce the person’s ability to find 
suitable solutions to his problems and to 
operate on a more mature and effective 
level. The case worker, aware of the inter- 
play between social and personal factors af- 
fecting the individual, seeks an integrated 
approach to the problems of social adjust- 
ment. Diagnostically, he seeks to gain an 
estimate of the kind of personality struc- 
ture, of the individual’s current capacity to 
function and of the motivating forces in his 
behavior. These provide a basis for deter- 
mining the kind of help that can be ap- 
propriately offered. 

Perhaps the outstanding contribution to 
social work practice during the last 25 
years has been the development of psycho- 
analytic principles as the theoretical base 
of the case work process. Some have re- 
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jected or sharply modified certain of these 
principles—for example, the functional ap- 
proach within the University of Pennsyl- 
vania School of Social Work—but even here 
the Freudian formulation provided the 
basic structure. The content drawn from 
psychoanalytic theory which has been in- 
corporated into generic social case work 
theory has, through time and experience, 
been adapted to meet the needs of persons 
served by social work agencies. Four broad 
contributions from Freudian theory have 
been suggested as being of primary impor- 
tance (8). 

First, the body of knowledge deriving 
from a dynamic approach to the develop- 
ment of personality, and particularly the 
importance of experiences in infancy and 
early childhood, has revolutionized social 
case work practice. The significance given 
interpersonal relationships as well as other 
social and environmental factors has served 
to alter the entire nature of the social case 
work function. In an intuitive way social 
work, with its stress on the importance of 
the family as a group, anticipated the im- 
portance of the psychoanalytic view in this 
area. 

A second contribution identifies the help- 
ing person as a variable in the helping 
process. The acceptance of the necessity 
for continuing self-scrutiny on the part of 
the helping person is crucial in the devel- 
opment of the professional self. 

A third, related to the second but quali- 
tatively different, has to do with what hap- 
pens between two persons when one is 
receiving and one is giving help. The im- 
portance of relationship was known to so- 
cial workers before the advent of psycho- 
analysis, but this new knowledge permitted 
clearer understanding of its elements and 
greater ability in its controlled use. The 
relationship became recognized as the me- 
dium through which the client is enabled 
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to find new ways of considering and coping 
with his problems and himself. Within 
the case work relationship, understanding 
of the concepts of transference and resist- 
ance was fundamental. Psychoanalytic 
theory substantiated what social case work- 
ers had observed in practice, namely, that 
what happens between two persons in a 
helping relationship is appropriately dif- 
ferent from what happens between two per- 
sons in other relationships. 

A fourth contribution, basic to the pre- 
vious three and the cornerstone of Freud’s 
whole philosophic structure, is the concept 
of unconscious motivation. The new 
knowledge about the implications of the 
unconscious helped to give systematic mean- 
ing to social workers’ earlier observations of 
unexplained and irrational behavior. They 
could see that they might need to help the 
client to identify previously unrecognized, 
and perhaps unacceptable, ideas and feel- 
ings. Although the case worker deals es- 
sentially with accessible memories and 
feelings, he is constantly concerned with 
derivatives of the unconscious. 

Freud’s detractors and dissidents have 
been many. However, in the field of social 
work, particularly social case work, it is 
difficult to identify a comparable influence. 
An enduring contribution has been the 
stimulation to question and to progress be- 
yond existing knowledge, including that de- 
veloped by Freud. Social work is consider- 
ing critically and selectively contributions 
to its body of knowledge and methods from 
all disciplines, including psychoanalysis. 
At the same time, it has been building a 
body of knowledge and a methodology in- 


creasingly its own. Nonetheless, its indebt- 
edness to this most provocative of thinkers 
and scientists cannot be minimized. In 
this, social work is not alone. As Dr. Paul 
Federn (9) puts it: “Freud’s work was a con- 
tribution to the common task of all sci- 
entific professions which deal with the 
human mind and the human personality; 
it is dedicated to the whole of mankind.” 
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MIGRATION AND 
MENTAL DISEASE 


A Study of First Admissions to Hospitals 
for Mental Disease, New York 1939-1941 


By Benjamin Malzberg 
and Everett S. Lee 


New York, Social Science Research Council, 1956, 


142 pp. 


This monograph is statistically a very care- 
ful piece of work, and one feels that its con- 
clusions are sound. The figures definitely 
show that the rates of admission during the 
years studied were much higher for mi- 
grants than for non-migrants. Depending 
upon the definition of migrant that was 
used, the differential varied from 100% to 
300%. This increase in admission rate was 
defined for three groups of psychoses which 
were separately examined, namely, de- 
mentia praecox, manic depressive, and psy- 
choses other than dementia praecox and 
manic depressive. The materials also made 
it possible to infer that the psychosis rate 
for those having cerebral arteriosclerosis 
and senile psychosis was also higher among 
the migrants than the native-born. 

The second conclusion warranted by the 
study was that the rates of first admissions 
for the three groups of psychoses was defi- 
nitely higher for recent migrants than for 
earlier migrants. 

In assessing their findings the authors 
make the point that the New York statistics 
which they used may be to some extent atyp- 
ical because the facilities in New York State 
allow for immediate admission whereas in 
other states from which the migrants came 
lack of facilities would keep them in the 
population for a longer period of time, so 


that their age on admission in those states 
would therefore be greater. Another point 
of caution is that there is a higher propor- 
tion of migrants living in urban areas than 
in rural areas, where the disturbed indi- 
vidual is easier to keep at home and indeed 
retains his usefulness in the community 
longer than he does in an urban setting. 

A third point made by the authors— 
and one interesting to speculate about— 
is that perhaps the very factors which moti- 
vate an individual to migrate may also re- 
sult in mental disease; or, put another way, 
the early stages of mental disease may be 
accompanied by migration. 

A fourth reservation is this: the authors 
feel that the State of New York is atypical 
because it contains the City of New York, 
where assimilation may be very difficult. 
The reviewer is inclined to feel, however, 
that the melting pot that is New York City 
should present areas in which the migrant 
would find it easier to adjust than in many 
other parts of the United States because 
there he finds people from his own back- 
gtound and can thus make a more gradual 
transition—or, in fact, if he is motivated 
not to make a new adjustment, he can live 
to a great degree as he did in the “old 
country” from which he came. I would 
think, however, that an exception to this 
would be the southern Negro who goes to 
New York City and finds a culture very 
different from that from which he came. 

The monograph is valuable because it 
seems to this reviewer to show in an accu- 
rate, statistical way that there is a relation- 
ship between social pressures and mental 
illness. As the authors suggest, much more 
work needs to be done to explore more in 
detail the effects of the vairables that go 
into the pressure factors that have been 
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studied. Especially engaging for study is 
the question of whether or not migration is 
an evidence of mental illness.—FRANK F. 
TALLMAN, M.D., University of California. 


DISASTER, A 
PSYCHOLOGICAL ESSAY 


By Martha Wolfenstein 
Glencoe, Ill., Free Press, 1957, 231 pp. 


Since the advent of nuclear weapons there 
has been a growing concern about the man- 
ner in which people react to disasters. In 
this essay, an attempt is made to correlate 
observed behavior in response to catas- 
trophes with possible psychological mecha- 
nisms. Clues to the presence of these 
mechanisms are largely sought in the re- 
corded remarks of survivors. Much of this 
clinical material is drawn from studies con- 
ducted under the auspices of the committee 
on disaster studies of the National Research 
Council during the last 10 years. 

As a collection of tempting hypotheses 
this book is well worth reading. Largely 
analytical in their orientation, the inter- 
pretations of possible unconscious motiva- 
tions cannot be regarded as particularly 
new, but such superficial documentation as 
was available gives the speculations a cer- 
tain vitality and promise of validity. A 
strong plea is made for collection of much 
more clinical data which might tend to 
prove or disprove the theoretical formula- 
tions contained in the essay. 

The significance of denying danger is 
presented as variable according to the phase 
of the disaster in which denial occurs. Vol- 
unteer workers in civil defense and other 
disaster relief organizations will not be re- 
assured in their efforts by such a conclusion 
as that on page 8: “Thus, in relation to 
remote threats, we may say that those who 
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are relatively free from inner strain will 
not be likely to worry about them, and 
such worry when it occurs will usually in- 
dicate some emotional disturbance.”—CAaL- 
vin S. Drayer, M.D., Philadelphia. 


THE PSYCHOLOGY OF 
HUMAN DIFFERENCES 


By Leona E. Tyler 


New York, Appleton-Century-Crofts, 2nd edition, 
1956, 562 pp. 


Dr. Tyler’s revised edition of The Psychol- 
ogy of Human Differences is again an ex- 
cellent presentation of the subject. The 
author has wisely curtailed the chapters 
dealing with statistical methods and de- 
voted more space to the problems germane 


and basic to the problem of appraising 


human differences. 

The book is divided into four parts. 
Part | is devoted to a survey of the field of 
differential psychology; part 2 to varieties 
of individual differences; part 3 to group 
differences, and part 4 to a discussion of the 
factors effecting or producing these differ- 
ences. Part 3, in addition to considering 
such topics as sex, age and class differences, 
has an excellent chapter on the mentally 
deficient and another on the unusually 
gifted. 

Dr. Tyler’s discussion of the various 
topics is both broad and comprehensive. 
The numerous studies that have appeared 
in the decade since publication of the first 
edition are carefully surveyed and judi- 
ciously selected. She presents both sides of 
the question, and it is an indication of her 
impartiality that it is not easy for the 
reader to surmise which points of view she 
may be favoring. At the same time, all 
data presented are critically appraised. The 
volume as a whole is of interest not only 





to psychologists but to all persons con- 
cerned with the problem of human differ- 
ences and their appraisal. An extensive 
and up-to-date bibliography adds much to 
the general usefulness of the book.—Davip 
WECHSLER, PH.D., New York University— 
Bellevue Medical Center. 


GROUP WORK IN THE 
PSYCHIATRIC SETTING 
Harleigh B. Trecker, ed. 


New York, William Morrow and Co., 1956, 224 pp. 


This report presents all papers read at an 
institute conducted by the American Asso- 
ciation of Group Workers along with a 
summary of the workshop sessions and gen- 
eral statement of group individual reaction. 
Forty-five group practitioners, faculty mem- 
bers and specialists in the field of mental 
health brought together their experiences 
and viewpoints to explore and elucidate 
the growing areas of group work in the 
psychiatric setting. 

The report is of special significance since 
it represents one of the first collective at- 
tempts through an organized institute to 
define basic principles of group work with 
the mentally ill in a psychiatric setting. 
The difficulties inherent in such a task are 
apparent and might naturally color an at- 
tempt to evaluate the present accomplish- 
ments and prospectus for future gains. 
Participants can easily become so over-con- 
cerned with dynamics of the individual ap- 
proach as to under-stress group goal-directed 
activity, the goal practicum of major im- 
portance. It is also quite natural to de- 
vote one’s time to the task of trying to de- 
fine the role of the group worker in 
relation to other disciplines in lieu of the 
less intriguing but nevertheless highly im- 
portant demonstration of distinctive skills 
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so clearly brought out in these discussions 
as inherent in the discipline of the social 
worker. 

In recognition of the currently increasing 
need for help in the treatment of mental 
illness such explorations into the areas of 
group work are important per se and the 
practical application of such contributions 
as this assumes additional significance. 
While it appears that much of the material 
is too summarized to provide the detailed 
information needed—as, for example, 
Redl’s chapter on treatment of children— 
the comprehensiveness of the text in ex- 
ploring various viewpoints, generic and 
specific, in group work practice, concepts of 
the therapeutic environment, implications 
for professional education, evaluations and 
plans for the future make a most helpful 
contribution. 

The selected bibliography related to so- 
cial group work in psychiatric settings is 
unusually extensive and adds much to the 
practical application of the interesting and 
informative viewpoints and _findings.— 
Joun Elsere Davis, Sc.D., Association for 
Physical and Mental Rehabilitation. 


MENTAL HEALTH AND 
SPECIAL EDUCATION 


Rev. William F. Jenks, C.S.S.R., ed. 


Washington, D. C., Catholic University of America 
Press, 1957, 235 pp. 


This volume is the report of a workshop on 
mental health and special education con- 
ducted June 15-26, 1956 at the Catholic 
University of America. The report is di- 
vided into two parts. Part I is devoted to 
a presentation of the formal papers on such 
topics as the child with cerebral palsy, the 
speech defective child, recent medical ad- 
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vances in mental retardation, the preven- 
tion and control of juvenile delinquency, 
and preventive measures in the field of 
mental health. Several other papers cover 
the role of the school, the teacher and the 
parent. 

Undoubtedly it was the intent of the di- 
rector of the workshop to present a broad 
overview of the field of special education. 
The parochial schools, in general, are just 
beginning to interest themselves in this 
field. Special education is comparatively 
expensive. Diagnostic studies, special 
equipment, smaller classes and skilled 
teachers are essential to success in this field 
of education. Until recently most of the 
Catholic school-age children in need of 
special education had to seek such in the 
public schools of the communities. 

Unfortunately, most of the special lec- 
tures here reported cannot be considered 
very helpful to the classroom teacher; at 
best, they call attention to need and to 
techniques in diagnosis. It is true that 
Part II, Summaries of Seminar Proceedings, 
would indicate that opportunity for the 
teachers to come to grips with the classroom 
situation was provided for through small 
group discussions. The reviewer got the 
impression that these small group discus- 
sions were the most important activities of 
this workshop.—HENry C. SCHUMACHER, 
M.D., U. S. Department of Health Educa- 
tion and Welfare, Atlanta. 


GAMES FOR THE NOT SO YOUNG 
By Syd Hedges 
New York, Philosophical Library, 1957. 108 pp. 


The purpose of this small but helpful book 
is to “lessen loneliness and to enhance good 
fellowship” for older adults. This objec- 
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tive is admirably served by a wide variety 
of games of all types. 

Included in this collection are games that 
are fairly common in game encyclopedia, 
but others are novel and entertaining and 
will be of particular value to those working 
with older adults in clubs and groups. We 
know that older persons can enthusiastically 
enter into the spirit of fun and make the 
most of it and that recreation can be a 
therapeutic agent in lessening the effects of 
advancing years. 

Mr. Hedges brings to this book an un- 
derstanding of aging and the challenges it 
affords as well as the limitations it imposes. 
The games included here are geared to the 
interests and needs of the older population 
and in many instances call upon the older 
person’s abilities and experience. They 
also enable him to gain personal satisfac- 
tion and a sense of achievement and accom- 
plishment. 

The English flavor of the assortment of 
games is reflected particularly in the second 
chapter on games for two players. A pre- 
ponderance of games of “draught” calling 
for the use of a “draught board” are cited. 
These are not familiar to American audi- 
ences as such but are known in the U. S. as 
games of checkers. To the knowledge of 
the reviewer we do not have the variety of 
such games as are here enumerated. One 
incongruous section of the book—so far as 
American audiences of older persons today 
are concerned—is that dealing with an old- 
fashioned spelling bee. The words listed 
are so complex that I am sure the average 
college graduate would stumble over them. 

On the whole this is a valuable collection 
for recreation personnel and in addition 
will provide many entertaining hours for 
those shut in for short and for long periods 
of time.—MILprepD K. Linzer, Massapequa 
(N. Y.) Senior Citizens. 















VOCATIONAL COUNSELING WITH 
THE PHYSICALLY HANDICAPPED 


By Lloyd H. Lofquist 


New York, Appleton-Century-Crofts, 1957, 384 pp. 


Dr. Lofquist states that this book was writ- 
ten to meet the need “for an analysis of in- 
formation available on disabilities and med- 
ical conditions and an integration of this 
information with the principles and tech- 
niques of vocational counseling, placing 
particular emphasis on the applicability of 
such information and techniques to the 
work of the hospital and rehabilitation 
counselor.” Dr. Lofquist has accomplished 
what he set out to do. 

This small volume clearly spells out the 
basic philosophy, methods and techniques 
of vocational counseling in a hospital set- 
ting. Although the book grows out of a 
Veterans Administration hospital setting, 
the same basic principles of vocational 
counseling could be applied to any other 
rehabilitation setting. It is a comprehen- 
sive book that could be used either as a col- 
lege textbook or as a very adequate work- 
ing tool for a rehabilitation counselor or 
selective placement interviewer. 

Dr. Lofquist includes in his book a com- 
plete treatment of the diabetic, the am- 
putee, the heart patient, the hypertensive, 
the paraplegic, the cancer patient and the 
skin patient. He bases his selection of these 
disabilities on the fact that they have not 
been fully discussed in the literature on re- 
habilitation. ,He discusses sketchily blind- 
ness and visual disabilities, hearing disabili- 
ties, tuberculosis and psychiatric disabilities, 
justifying this action by stating they “have 
been fully discussed in literature with re- 
spect to rehabilitation.” The consensus of 
those in the rehabilitation field might not 
agree with Dr. Lofquist on this point. How- 
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ever, it may be that his selection is influ- 
enced by the kinds of problems he has en- 
countered in the Veterans Administration 
hospital. One would expect that the au- 
thor, being a vocational counseling psychol- 
ogist, would include the psychiatric disabili- 
ties as a major chapter. Certainly there is 
some question as to whether sufficient liter- 
ature is available on the vocational coun- 
seling of patients with psychiatric disabili- 
ties. 

Of particular interest are the illustrative 
case studies. Dr. Lofquist presents his case 
facts as “counseling developments” and 
then side by side discusses the “possible 
implications.” This device very succinctly 
points up the kinds of questioning that go 
through the counselor’s mind during the 
development of a case. This material 
should prove invaluable in the training 
and development of new counselors. 

The case study material is practical and 
realistic in that Dr. Lofquist does not limit 
himself to successful case counseling studies. 
In too many books we are given only a 
superficial treatment of counseling and all 
examples used are generally dramatic suc- 
cesses. The inexperienced counselor com- 
ing into the field must realize very early 
in his career that all counseling will not be 
successful and that he must learn to expect 
failures. At the same time, however, he 
must also gain the ability of learning from 
his failures. For this reason, the case ma- 
terial is excellent and should really stimu- 
late a counselor trainee in thinking through 
some of the basic problems he encounters. 

Of particular interest, too, was the dis- 
cussion on the relationship between clinical 
psychologists and vocational counseling 
psychologists. Dr. Lofquist sincerely tries 
to delineate the differences between these 
two specialized branches of psychology. It 
is his feeling that each has its place in the 
rehabilitation process and he likens the two 
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specialities to specialities in the field of med- 
icine. 

The book is based upon the teamwork 
approach in a hospital setting where all the 
disciplines are available for consultation 
and discussion. One can understand that 
members of a team operating under one 
roof can be more cohesive than members of 
a team scattered throughout the commu- 
nity. It is possible to eliminate poor com- 
munications and to educate the members 
of the various disciplines so that all are ap- 
preciative of the contributions each may 
make and all are working towards a com- 
mon solution. This book does give one a 
feeling that what has been accomplished in 
this one hospital could be extended to many 
of our hospitals in communities through- 
out the United States. 

If all major hospitals throughout the 
country had trained vocational rehabilita- 
tion counselors, the patient, his family and 
the community all would benefit—JANET 
I. Pinner, New York State Departiaent of 
Labor. 


LEARNING TO LIVE 
AS A WIDOW 


By Marion Langer 
New York, Julian Messner, 1957, 255 pp. 


Dr. Langer’s book is directly addressed to 
widows; in fact, it tells of “your” emotions 
and suggests how “you” may cope with the 
many problems which beset you. Although 
this stylistic device may be slightly irritating 
to some readers, it does help one feel the 
common humanity beneath the anxieties 


that seem so special. The author cuts 
through the social myths about widowhood 
to the basic numbness, bewilderment, fear 
and pride, the strange guilt and resent- 
ments which all women experience in vary- 
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ing degrees, with varying emphases. The 
book is thoroughly non-technical, but 
clearly draws upon the insights of a trained 
psychologist. 

The book begins with a description of 
“what happens to you”—a sympathetic 
presentation not only of painful grief but of 
the side emotions which are likely to cause 
worry because they seem inappropriate or 
“bad.” It is helpful to realize that they 
are natural. Dr. Langer urges taking time 
to mourn. There is no cure but time for 
the pain of grief. Usually it is desirable to 
preserve the status quo of one’s old life for 
a while, giving the shocked roots of one’s 
emotional life time to send forth new shoots 
in their own way. 

Later chapters take cognizance of the fact 
that the widow is faced with a variety of 
reality pressures from the beginning. She 
must handle money and often earn money. 
Her social life changes. Her children have 
suffered a blow as serious as her own and 
must be helped on their terms. Their cal- 
lousness and brief corms of grief must be 
seen as childhood manifestations, not to be 
taken at face value but understood as im- 
portant gropings toward acceptance of a 
new reality. (It is best to tell the truth, but 
patiently, a little at a time, repetitiously, in 
response to the child’s questions.) And fi- 
nally there is the new life to be planned 
for herself and her children; renewed in- 
terest in men, perhaps remarriage. 

A useful appendix offers concrete infor- 
mation about the resources available for 
psychological and vocational counseling, 
legal advice, social security benefits, etc. 

After recommending maintenance of the 
status quo if at all possible during the 
early months Dr. Langer points out the im- 
portance of taking stock of one’s self—as 
a person in one’s own right and as a mem- 
ber of society whose merits may not be 
immediately recognized by employers, 





whose status as a single person makes con- 
tinuance of a social life typically organized 
for twosomes practically as well as emotion- 
ally difficult. She does not blink the un- 
pleasant realities of these situations. Many 
of them are exaggerated—in part created— 
by our own defensive attitudes, however. 
Refresher courses or training in a new vo- 
cational field often pay for themselves many 
times over, not only in money but in new 
satisfactions. Some of one’s old friends drop 
away with the change in one’s way of liv- 
ing, but new ones appear through one’s 
work, through one’s children, through 
many activities neglected during one’s mar- 
riage. 

Although a gradual growth into new 
vocational and social interests is usually 
desirable, the widow who has mistakenly 
plunged into the wrong work may still re- 
consider. Is it just that the daisies seem 
brighter in the next field? Are we blaming 
harsh realities for an inner unhappiness no 
external change can cure? Or could we re- 
organize our lives in a manner to lessen ten- 
sions with mother who has come to help 
out, to work at something we enjoy? 
Would our children perhaps be benefited 
by having a happier, stronger mother rather 
than a sacrificial drudge who cannot help 
a nagging solicitude because she has too 
far restricted her life to theirs? 

Dr. Langer cites the experience of many 
widows encountered in her work as coun- 
selor. They never quite come alive in the 
book because only the fragment of their 
lives appropriate to the point under con- 
sideration is given. This reviewer feels 
that the reader would gain a richer, deeper 
sense of the problems of widowhood if 
some of the cases had been presented in 
greater detail. The complex interweaving 
of past and present, of the many different 
aspects of one’s life, is largely lost in ad- 
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herence to a topical outline. One identifies 
easily with the fragment, with a residual, 
“but things are not so simple.” Although 
one cannot identify fully with all the de- 
tails of another woman’s life, reading about 
a real person makes the complexities of 
one’s own life somehow more understand- 
able-—Rutn L. Munror, New York City. 


SCHOOL HEALTH AND 
HEALTH EDUCATION 


By C. E. Turner, D.P.H., 
C. Morley Sellery, M.D. 
and Sara Louise Smith, Ed.D. 


St. Louis, C. V. Mosby Co., 1957, 466 pp. 


This book, prepared for teachers and pros- 
pective teachers but useful for all persons 
concerned with school health programs, 
deals with school health education, school 
health services, and healthful school living. 
It reflects modern concepts of how schools 
can protect and improve health and con- 
tains references to numerous committee 
reports. 

The 20 chapters are divided into two 
parts, the first presenting “The Basis for 
School Health and Health Education” and 
the second “School Health and Health 
Education in Action.” The former gives his- 
torical information, definitions and objec- 
tives, and discusses school-community rela- 
tionships. The latter describes the “school 
health team” and shows how its members 
function in carrying out various parts of 
the school program. A list of resources is 
included, as well as suggestions for evalua- 
tion of results. 

The high professional standing of the 
authors, coupled with their actual experi- 
ence in school health programs, helps to 
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make this a valuable and authoritative 
source of information and guidance.— 
Cuar_es C. WIiLson, M.D., Yale University 
Department of Public Health. 


CULTURE, PSYCHIATRY 
AND HUMAN VALUES 


By Marvin K. Opler 
Springfield, Ill., Charles C Thomas, 1956, 242 pp. 


Dr. Opler has utilized his anthropological 
background in this critical review of social 
psychiatry. He points out that the “effect 
of culture on personality and thus on men- 
tal illness and symptoms is recognized but 
methodological problems have not been to- 
tally considered.” Scarcely any study of an 
epidemiological sort has combined these in- 
fluences—physical, environmental and cul- 
tural. The factor that most epidemiological 


studies have ignored is the attitude towards 
illness which affects the incidence level in 


any society. 

Dr. Opler’s cross-cultural anthropological 
data, drawn from the work of anthropolo- 
gists and psychiatrists, supports such con- 
clusions as this (p. 50): “Thus, hypotheses 
which postulate that categories of depriva- 
tion (death, weaning or toilet training, job 
loss, etc.) are predisposing and relate to in- 
cidence of disorder are clinically assump- 
tive and no amount of quantification, apart 
from distinctly known cases, can convince 
one that remote variables are not being 
manipulated.” 

He believes psychiatry has achieved its 
major success with a clinical study of indi- 
vidual patients and laboratory experiments, 
with the best potential area for therapeutic 
practice—management, education and pre- 
vention—being the epidemiological ap- 
proach of field and experimental studies of 
disease processes in groups of people. How- 
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ever, the isolation or identification of char- 
acteristics associated with mental disorders 
does not provide sufficient understanding of 
the disease process. General interrelation- 
ships between culture and _ personalities 
need to be formulated, although psychi- 
atrists usually are lax in this respect. 

The cross-cultural data presented allow 
Opler to state (p. 59) that the “style of 
weaning or a mode of achieving spincter 
control, as isolated and independent fea- 
tures of a culture, will not predetermine 
adult personality configurations. Instead 
it is more likely the cultural attitudes to- 
wards infancy and childhood, its kinship 
setting, and the values of human individual 
worth will affect the infancy handling and 
disciplines, the parental behavior and the 
family functioning.” 

The advanced psychiatrists, he feels, have 
moved away from the Aristotelian approach 
which deems that behavior of all things is 
determined by their nature (and which 
might posit individual urges for freedom, 
creativity and spontaneity) to the Galilean 
which states that the behavior of all things 
is determined by the conditions under 
which it occurs. “It is classical psychiatry 
and prescientific anthropology which both 
spoke descriptively, and rarely analytically, 
of organic attributes, excluded environ- 
mental influence, denoted racial entities, 
delineated the ‘unit psychosis,’ described 
invariant typologies whether in illness or 
in culture, and failed to discover process or 
contextual referents anywhere. Freedom, 
creativity and spontaneity do not exist sub 
specie aeternitatis any more than does man- 
kind. Culture, human values, and psychi- 
atric resultants may be more closely linked 
in real cultural systems than the men of 
any one of them have ever dreamed.” (pp. 
62, 63.) 

The “composite picture” which some psy- 
chiatrists have attempted to secure can be 





obtained, according to Opler, only when 
culture, social group and personality are 
studied in actual relationship and when 
samples of well and ill are matched within 
a series that holds constant each factor in 
turn. 

In discussing the Rorschach and thematic 
apperception tests, Opler raises the ques- 
tion in regard to highly acculturated situa- 
tions whether reality testing and disinte- 
gration are distinctions fine enough to do 
more than separate the very well from the 
clearly ill regardless of cultural context or 
the sub-types of disease groupings. Even on 
the more solid grounds of symptomatology, 
he states that “there can be no doubt that 
psychopathology is culturally influenced.” 
He then backs up his statement with a 
number of studies such as Stainbrook’s 
Brazilian research, which shows that cata- 
tonia obviously operates differently if it 
emanates from different cultural back- 
grounds. 

In relation to ecology, the author states 
that “the description or definition of urban 
ecological areas is a first step, not a last, in 
the study of the actual lives of people in 
modern, urban communities.” Such gross 
statistical data on urban regions or areas 
of the city may describe the main contours 
and outward living conditions of such areas, 
but in order to accomplish a thorough un- 
derstanding of how personalities in the cul- 
ture continually operate the ecological ap- 
proach must rid itself of a static quality, 
not merely in terms of human drift within 
its framework, and focus on processes. 

The Nova Scotia study by Leighton and 
the Yorkville study in which Opler is a 
senior anthropologist are presented as re- 
search in which actual inspection by anthro- 
pological field methods preceded and 
guided survey tactics, thus carrying them 
beyond the usual rubrics of housing, income 
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and educational level, or ethnic and reli- 
gious labels, into the total texture of func- 
tioning social and cultural forms. Although 
the ecological survey is the first mapped 
assessment of an area, it cannot be assumed 
to touch the cultural and historical condi- 
tions under which a group of ethnic vari- 
ables operate. The methods such as the 
Rorschach, the TAT, the Cornell Medical 
Index and others simply do not operate uni- 
formly across cultural boundaries. But 
these methods may be useful in understand- 
ing differences provided cultural variables 
are understood. 

In discussing the importance of cultural 
evaluation and psychiatric diagnosis and 
treatment, Aubrey Lewis is quoted as say- 
ing: “Consequently in studies that origi- 
nate with the psychiatrist there is a strong 
bias. The psychiatrist, moreover, is so close 
to the problems of his patients (which are 
disclosed within the same culture, usually, 
as the doctor lives in) that he forgets that 
some of these problems might cease to be 
problems if the culture changed.” 

This reinforces the reviewer’s observation 
of the common fallacy among social work- 
ers, psychiatrists and psychologists that the 
change has to be in the individual. This 
orientation toward changing the individual, 
along with the formerly believed innate 
source of interrelation conflict, ignores the 
fact that the individual may be ill or have 
symptoms as a result of a situation which, 
if corrected, would no longer result in that 
type of symptom etiology. 

Opler states that therapy must deal with 
defensive mechanisms which individuals 
use to cope with inner conflicts and excep- 
tional life strains through careful diagnoses 
based on clinical, psychodynamic evidence 
and observation. The problem for social 
psychology is to trace how a kind of rudi- 
mentary defense mechanism characteristi- 
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cally originates in the setting of normative 
cultural behavior and how typically in 
given conflicts and strained circumstances 
it becomes intensified. Preventive psychi- 
atry therefore cannot omit the so-called 
normal functioning of a society. 

On reading this work, which basically is 
on the emerging interdisciplinary science 
of social psychiatry, one acquires an opti- 
mistic feeling towards the future of psy- 
chiatry and anthropology as a means of 
providing the basis for prevention or treat- 
ment of those symptoms which develop into 
mental health problems. It is the research- 
ers among the psychiatrists that are far 
ahead of the practitioners and it is this 
type of research that may eventually pene- 
trate the practice of psychiatry. 

Psychology also suffers from lack of cross- 
cultural comparisons, and it is hoped that 
such works as Opler’s will enlighten this 
field which has contact with so many de- 
veloping students. Both clinical psychol- 
ogy and psychiatry, as currently practiced 
by many, do not recognize the effect of 
culture on the conscious and unconscious. 

To read Opler’s book requires an exten- 
sive knowledge of psychiatric language and 
literature, for his references and quotations 
are not extracted in detail or explained 
sufficiently. Primarily a review of the liter- 
ature with a consensus of the various find- 
ings, it is a fine job of compilation but it is 
somewhat poorly organized and difficult to 
read. One idea and quotation rapidly fol- 
lows another, sometimes without a sound 
reason even within paragraphs. Some sec- 
tions, however, are well written. 

The book is a worthwhile reference to 
have available, and I would hope that much 
of the information carried within its pages 
will reach practicing psychologists, psychi- 
atrists and social workers as well as students. 
—Wa ttTer E. Bork, Px.D., New York State 
Department of Health. 
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BATTLE FOR THE MIND 
By William Sargant 


New York, Doubleday & Company, 1957, 263 pp. 


Dr. William Sargant, an English psychiatrist 
who has been identified with physical meth- 
ods in psychiatry, attempts to explain varied 
psychological phenomena ranging from 
war neuroses to religious and political con- 
version by an application of Pavlov's the- 
ories based on findings in experiments with 
dogs. Those theories pertinent to this the- 
sis were that dogs were of four tempera- 
mental types—strongly excitatory, lively, 
weak inhibitory, and calm imperturable or 
phlegmatic; and that a phenomenon called 
“transmarginal inhibition” took place when 
a dog had been stimulated beyond its capac- 
ity to react normally. This inhibition was 
considered a protective device and resulted 
in altered behavior in four distinguishable 
phases of increasing abnormality: in the 
“equivalent” phase, the same responses fol- 
lowed weak or strong stimuli; in the “para- 
doxical” phase the brain responded more 
actively to weak stimuli; and in the “ultra- 
paradoxical” phase conditioned responses 
and behavior patterns turned from positive 
to negative and negative to positive, a fur- 
ther degree of inhibitory activity which dis- 
rupted for the time being all recently im- 
planted conditioned reflexes. 

Using these experimental observations 
and theoretical concepts as a working hy- 
pothesis, Sargant investigated observations 
in a number of apparently unrelated areas 
of human behavior. He found evidence of 
the operation of these principles in war 
neuroses, drug therapy of mental illnesses, 
psychoanalysis, shock treatments, leucotomy, 
religious conversion, brain-washing and the 
eliciting of confessions. He supports this 
conclusion by extensive quotations from 
literature consisting of descriptions of these 





physiological and psychological phenomena, 
by individuals who experienced them, by 
observers and by those who utilize these 
methods. He emphasizes the observation 
that it is the normal individual who is most 
susceptible to these methods. 

In discussing methods of prevention he 
states that human beings, like dogs, do not 
break down if they refuse to accept the 
problem presented to them or take evasive 
action before their equilibrium is upset. He 
considers the degree of physiological coop- 
eration or “transference” as the vital factor. 
A good sense of humor is a most effective 
defense. 

He pleads for a greater understanding of 
the power and the comparative simplicity 
of the methods and for recognition that 
they are being used for evil purposes. 

Dr. Sargant, by constricting his approach 
as he deems necessary for effective research, 
sees only the physiological effects of emo- 
tions generated by psychological means. 
The use of the adjective “physiological” to 
qualify the term “transference” indicates 
the difficulty he has in confining himself 
to “simple, physiological, mechanistic” 
methods. 

The book is written in popular, narra- 
tive, entertaining style which carries the 
reader along in a convincing manner. 
There are two series of photographs por- 
traying some of the “physiological” meth- 
ods of conversion. The most impressive 
series is of a revival meeting of a poisonous 
snake-handling sect. 

While it is difficult to accept Dr. Sar- 
gant’s generalizations and conclusions, the 
book is thought-provoking. The material 
from the White Paper on the trial of a 
confessed murderer who was found inno- 
cent after execution suggests a re-evalua- 
tion of the validity of confessions obtained 
by current methods.—JosePH S. SkosBa, 
M.D., Atlanta. 
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READING DIFFICULTIES: 
THEIR DIAGNOSIS AND 
CORRECTION 


By Guy L. Bond 
and Miles A. Tinker 


New York, Appleton-Century-Crofts, 1957, 486 pp. 


This book was written “because the au- 
thors firmly believe that the children who 
get into difficulty with reading need imme- 
diate help”—a most laudable goal. It is 
aimed at the classroom teacher, the school 
remedial teacher and the clinician. Its 
tightly packed pages seem to give very 
thorough coverage to almost every phase of 
remedial reading, including the nature and 
causes of reading difficulties, the diagnosis 
of difficulties, and remedial treatment. As 
is so often the case, such treatment also 
inevitably involves many brief but telling 
and helpful statement about good ways of 
teaching youngsters to read in the first 
place, so that difficulties are less apt to arise. 
The book seems sure to be widely used in 
college courses in remedial instruction. Its 
many references throughout to pertinent 
research, its comprehensiveness, and the 
specificity of its suggestions suit it well for 
this purpose. 

There will be some who may quarrel 
with what seems to be the basic assumption 
of the authors, based on their observation: 
“The vast majority of reading cases are 
brought about through failure on the part 
of the child to acquire the necessary learn- 
ings” (p. 116) and with a counterpart ob- 
servation that “in a relatively small propor- 
tion of the cases, children are emotionally 
upset and maladjusted when they arrive in 
school” (p. 110). 

The authors, of course, consistently say 
that diagnosis must be thorough and that 
treatment depends on the outcome of the 
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diagnosis. But one senses a general belief 
that, in most instances, these children 
weren’t taught right in the first place and 
that what they need now is more and better 
teaching. Although some slight stress is 
given to the need for good relationships, 
etc., and to the fact that retarded readers 
not uncommonly shy away from more read- 
ing, much more emphasis is given to spe- 
cific techniques of teaching than to other 
ways in which adults can relate themselves 
to children. 

It is to be hoped that despite its many 
good suggestions to the contrary, the book 
does not, through its tone rather than its 
words, fix remedial reading more rigidly in 
a pattern of more drill and more teaching 
for youngsters who so often have already 
had a bellyful."—JAmMes L. HyMes, Jr., 
University of Maryland. 


PERSONALITY IN A COMMUNAL 
SOCIETY: AN ANALYSIS OF THE 
MENTAL HEALTH 

OF THE HUTTERITES 


By Bert Kaplan and 
Thomas F. A. Plaut 


Lawrence, Kans., University of Kansas Publications, 
1956, 116 pp. 


Personality in a Communal Society is a re- 
port of an interesting and important re- 
search effort, the purpose of which is “to 
evaluate the mental health of a cultural 
group.” Employing a multidisciplinary ap- 
proach, the investigators—a psychiatrist, a 


sociologist and two _ psychologists—at- 
tempted to penetrate the personal, social 
and cultural life of a selected study popu- 
lation of Hutterites, a sparsely scattered 
religious sect located in southern Canada 
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and the centrally northernmost part of the 
United States. 

The chief aims of the investigation were 
to ascertain the degrees of interrelatedness 
and the strengths of the nexuses between 
what many sociologists, anthropologists and 
social psychologists assume to be an insepar- 
able trinity: personality (emotional and 
mental states), cultural patterns (living 
prescriptions and values) and societal proc- 
esses (interpersonal and intergroup relations 
—consensus, understanding, verstehen). 

The objectively dispassionate and sci- 
entific orientations and motivations of the 
authors are perhaps best demonstrated by 
their ready willingness to recognize, and to 
try to come to grips with, as far as possible, 
the apparent limitations, weaknesses and 
inevitable methodological foibles encoun- 
tered by every research student who under- 
takes such an ambitious and courageous 
task as trying to uncover interdependent 
relationships between these three variables 
—the basic components of human conduct. 

The frame of reference of mental health 
workers—“‘evaluative analyses for corrective 
purposes”—is one of the chief obstacles to 
scientific research. Evaluative research ef- 
forts usually harness students of human 
behavior with biases and assumption prob- 
lems that, if recognized, produce complexi- 
ties and dilemmas that are sometimes 
embarrassing. Moreover, the student fre- 
quently falls back upon his own personal 
empathy and value orientation which, in 
the final analysis, is impressionistic, based 
upon his own sensitivities and prejudg- 
ments. 

For example, the authors had to settle 
upon certain operational definitions such 
as the “normal Hutterite” and the “average 
personality.” They could come up with 
nothing more definitive than “more or less” 
—a definition much too loose for measure- 
ment and prediction. Still another prob- 








lem was that of determining for research 
operations—the selection of cases—just 
what is precisely meant by “good mental 
health.” In this instance, a person did not 
have good mental health if the staff psy- 
chiatrist so diagnosed his condition. Could 
it not be that some “cases” escaped the 
psychiatrist’s detection; indeed, that some 
might have been misdiagnosed? Can a psy- 
chiatrist play a case-finding role successfully 
in a culture with which he is not familiar? 

Projective techniques—the Murry the- 
matic apperception test and the sentence 
completion test—were the chief instruments 
for studying “cases.” The applicability of 
these research tools and of projective tech- 
niques in general is now recognized as a 
fruitful procedure for culture-personality 
studies. However, it was necessary because 
of uncontrollable field situations for the 
investigators to deviate from standard pro- 
cedures in the administration of the test. 
How much did these improvised and indi- 
cated makeshift changes influence or alter 
test results? 

One wonders why the authors expressed 
surprise in finding that several forms of 
mental disorders were present among the 
Hutterites, that although the Hutterites 
had many symptoms of psychoneuroses they 
nevertheless handled them well. This 
would be expected of any cultural group 
possessing the cohesiveness and solidarity of 
the Hutterites. The crucial and indeed 
relevant question in this connection is: 
How do the Hutterites themselves view 
these symptoms and the various forms of 
mental disorders found in the society? Do 
they feel and accept states of anxiety, fears 
and other emotional manifestations of be- 
havior as common and everyday living phe- 
nomena or as situations that demand spe- 
cial attention? 

Is it likely that one could find a society 
any place in time or space where individ- 
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uals would be devoid of states of anxiety 
and would manifest no psychoneurotic 
symptoms? Are these individuals always 
considered as “cases”? Are all neuroses and 
even some psychoses bad? Again, what is 
good mental health? 

Finally, the authors may have placed too 
much stake on the hypothesis that the per- 
sonality of Hutterites is a correlative of 
their cultural patterns. But, despite these 
comments, this volume reports an excellent 
piece of research that is challenging, pro- 
vocative and suggestive of further studies. 
The chief contribution of the authors is 
that they report a research experience with 
frankness, honesty and in the spirit of labo- 
ratory science; they place in bold relief 
important theoretical and methodological 
considerations for continuing multidisci- 
plinary studies of cultural groups.—MozeELi 
C. Hu, Atlanta University. 


AS YOU SEE IT 
By Catherine E. Steltz 


New York, Bureau of Publications, Teachers Col- 
lege, Columbia University, 1956. 


As You See It is a series of 24 photographs 
of family life and community moral and so- 
cial problems. The pictures are intended 
to be shown one at a time to individuals or 
groups to provoke discussion on such topics 
as alcoholism, divorce, sibling rivalry, pre- 
marital relations, discrimination and others. 
Accompanying the illustrations is a manual 
which serves as a guide for the leader using 
the series. 

The manual includes a number of ques- 
tions that may be used in introducing each 
of the photographs to the audience. Sam- 
ple experiences in using the photographs 
in guidance situations and classrooms are 
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included. There is also a selected bibliog- 
raphy listing suitable publications related 
to the series. 

This reviewer used some of these pictures 
with a group of teenage boys and girls and 
found that they were successful in stimulat- 
ing discussion. However, it was later found 
that without these pictures at subsequent 
meetings the group talked equally as freely 
about similar problems that concerned 
them. 

The value of this material, therefore, 
may be in its ability to focus on certain 
topics for discussion so that a wide range of 
social issues may be examined quickly. 

The manual indicates that the pictures 
“are not difficult to use nor do they require 
any special training or skills beyond those 
required of any good discussion leader.” 


This concept is‘ questionable, since many 
of the photographs deal with instances of 
individual and social pathology. In han- 
dling such emotional-laden topics with 
groups it is necessary for the leader to have 
the skills mentioned and also to be well 
oriented in sociological and psychological 
understanding. This background is essen- 
tial if the leader is to assist the group to 
understand what is happening to the people 
portrayed and to be able to help individuals 
express their feelings about some of the 
incidents which may be disturbing to them. 
Under skillful and professionally oriented 
leadership this visual aid may well serve as 
an additional device for a group leader to 
use in dealing with problems of human 
behavior.—EpWaArp Linzer, National Asso- 
ciation for Mental Health. 
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Mental Hygiene extends its appreciation 
and best wishes to the Digest of Neurology 
and Psychiatry published by the Institute 
of Living, Hartford, Conn. For the last 25 
years it has provided briefs of choice contri- 
butions to the gradually developing struc- 
ture of scientific psychiatry. Many of these 
contributions have originally appeared in 
American periodicals, and the briefs have 
made it easier to choose what should be 
read in full. They have also provided a 
glimpse into the important books of the day 
and into foreign scientific literature that 
would otherwise often escape attention. 

The Institute of Living and its director, 
Dr. Francis J. Braceland, and his staff and 
especially the associate editor, Mary B. 
Jackson, deserve our thanks at the end of 
this quarter century of service. 


The National Association for Mental 
Health will lead the nation during Mental 
Health Week—April 27 to May 3—in the 
10th annual citizens’ mobilization aimed at 
focusing maximum public attention and 
action on the needs of the mentally ill. 

Mental Health Week is endorsed by the 
federal government, co-sponsored by the 
National Institute of Mental Health, and 
coordinated by the 750 state and local men- 
tal health associations. 

Many major organizations — business, 
labor, educational, civic, patriotic, frater- 
nal, religious and governmental—partici- 
pate by devoting at least one regular meet- 
ing to the observance of Mental Health 
Week. 

The slogan this year is “With Your Help, 
the Mentally Ill Can Come Back.” In line 
with this theme, all observances—national, 


state and local—will stress the hopeful as- 
pects of the nation’s fight against mental 
illness and urge the public to make it pos- 
sible for more thousands of those now ill 
to be restored to their families and commu- 
nities. 


The board of the National Association for 
Mental Health has recorded with sorrow 
the death on December 18 of Dr. Melvin 
M. Johnson, former sovereign grand com- 
mander of the Supreme Council, 33rd De- 
gree, Ancient Accepted Scottish Rites of 
Freemasonry, Northern Masonic Jurisdic- 
tion. He was 86. 

In a resolution passed at the January 18 
meeting, the board noted that “it was his 
fertile mind that sensed the neglect of re- 
search in that most prevalent of mental 
disorders—schizophrenia. It was his com- 
passionate heart that moved him to do 
something about it, to lead his Brothers to 
a like appreciation and to mobilize per- 
sonal and financial resources to correct this 
neglect. 

“He knew that the task would be a hard 
and slow one,” the resolution went on, “but 
there was no alternative except retreat, and 
retreat was not in his makeup. 

“The National Association for Mental 
Health is proud to have been associated 
with Commander Johnson and the Scottish 
Rite in this scientific advance, and is grati- 
fied with the impact that it has had on psy- 
chiatric research generally.” 

In the last 24 years the Scottish Rite has 
contributed more than $1,335,000 for re- 
search in the causes and treatment of schizo- 
phrenia. The program, conducted through 
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NAMH,, is the only comprehensive, coordi- 
nated research aimed at schizophrenia. 


San Francisco’s doctors see mental health 
problems, especially alcoholism, as the com- 
munity’s top-priority health challenge, a re- 
cent survey shows. 

Polled for their opinions on community 
health and rehabilitation needs and re- 
sources, the physicians said their waiting 
rooms were crowded with patients with 
mental health problems. A_ majority 
(62.1%) said they saw patients who needed 
psychiatric diagnosis and treatment other 
than that provided by the doctor, and about 
35% saw patients needing institutional care, 
psychological testing and counseling. 

Alcoholism and other mental illnesses 
and emotional disturbances are the condi- 
tions least adequately handled by the com- 
munity, according to the doctors. Over 
45% said services and facilities to combat 
alcoholism were the community’s greatest 
unmet need. Over 35% said help for those 
suffering other mental illnesses or emotional 
disturbances was also greatly inadequate. 

To deal with the mental illness problem, 
the doctors urged the community to provide 
coordinated follow-up services for dis- 
charged mental patients, including coun- 
seling, financial aid, vocational rehabilita- 
tion and job-finding. 

They also recommended free and part-pay 
outpatient psychiatric services other than 
the outpatient clinic at San Francisco Hos- 
pital, more beds in general hospitals for 
psychiatric and alcoholic patients needing 
short-term intensive treatment, and an out- 
patient psychiatric clinic at the county hos- 
pital. 

The poll of physicians was part of a 2- 
year health and rehabilitation survey con- 
ducted by the community mental health 
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services committee of the United Commu- 
nity Fund of San Francisco. 


TRAINING 


Two new plans continuing the expansion 
of advanced graduate training for psychia- 
trists in New York state mental institutions 
were launched early in the year at Colum- 
bia University and the State University of 
New York, Upstate Medical Center in Syra- 
cuse. Dr. Paul H. Hoch, state commissioner 
of mental hygiene, said the courses will be 
operated by the Department of Mental Hy- 
giene jointly with each of the universities. 

The programs, an extension of the de- 
partment’s in-service training for psychiatric 
residents in state institutions, are aimed at 
providing experience in outpatient psychia- 
try as well as increased facilities for basic 
study. 


RESEARCH 


Research grants totaling $8,363,519 were 
awarded during the first 6 months of the 
1957-58 fiscal year by the National Institute 
of Mental: Health, the U. S. Public Health 
Service’s research center at Bethesda, Md. 

A total of 397 grants were made to scien- 
tists working on mental health research 
projects in universities, hospitals and other 
research centers throughout the nation. 

They represent about 7% of the 5,459 
grants—totaling $80,666,188—awarded by 
all the National Institutes of Health for re- 
search on cancer, heart disease, allergies and 
infectious diseases, arthritis and metabolic 
diseases, neurological diseases, blindness and 
other health problems. 


A project to investigate vocational and so- 
cio-economic adjustment of patients newly 





released from mental hospitals is underway 
in New York State with a $25,900 grant 
awarded by the U. S. Office of Vocational 
Rehabilitation. The study is being con- 
ducted by the Research Foundation for 
Mental Hygiene. 


CARE AND TREATMENT 


Only 13 states pro .de specialized treatment 
programs for mentally ill and emotionally 
disturbed children, according to a survey by 
the Illinois Department of Public Welfare. 

About 1% of the residents of state mental 
hospitals are under 20, the study revealed. 

Children are housed and treated along 
with adults in the mental hospitals of 37 
states. Some hospitals have separate build- 
ings or wards for boys and girls of certain 
ages, but 11 of the 37 states had no facilities 
of any kind for children except in the adult 
wards. Four states completely segregate 
children from adults, either in special wards 
or in separate hospital buildings. 


LEGISLATION 


New York’s law on criminal insanity is un- 
dergoing searching study by a committee of 
8 authorities on law and mental health. 
Their ultimate aim is to bring about re- 
vision of the law in line with modern think- 
ing. 

The present law, which derives from an 
1843 decision of the British House of Lords, 
holds that a person is criminally liable for 
an act if he knows its nature and quality, 
and knows it is wrong. Many psychiatrists 
believe this too narrow a conception and 
favor a change in the direction of a 1954 
decision by Judge David L. Bazelon of the 
U. S. Court of Appeals for the District of 
Columbia. 

The decision by Judge Bazelon would re- 
quire that a defendant be found “not crim- 
inally responsible if his unlawful act was 
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the product of mental disease or mental 
defect.” 


Delaware has done away with court hear- 
ings for involuntary commitments to the 
state hospital for the mentally retarded. A 
new law now requires that a mental hygiene 
clinic or state psychiatrist file a certificate 
recommending hospitalization and signed 
by two Delaware physicians. The patient 
or anyone related to him by blood or mar- 
riage has the right to appeal the commit- 
ment to the Court of Chancery. 


Indiana’s mental health program took an- 
other forward step January 1 when new 
uniform commitment procedures and new 
laws affecting mental hospital admissions 
went into effect. They were recommended 
to the legislature by the Indiana Associa- 
tion for Mental Health. 

If a mentally ill person does not have the 
necessary insight to recognize his need for 
care and treatment in a psychiatric hospital, 
Indiana courts may now authorize a tempo- 
rary commitment for not more than 90 
days on the petition of a member of the 
patient’s family and of a licensed physician. 
Although this is a judicial action, the pa- 
tient does not suffer the loss of his civil 
rights. 

At the request of the hospital superin- 
tendent, the court may extend the commit- 
ment for another 90 days. If the patient is 
released within 180 days the temporary 
commitment is dismissed and expunged 
from the court records. 

Regular commitment orders will be is- 
sued if the patient fails to improve suf- 
ficiently for release after 180 days of active 
treatment. 

Indiana mental health authorities believe 
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most admissions to state mental hospitals 
will now be by voluntary application and 
by the new temporary commitment order. 


Georgia’s legislature has revised commit- 
ment procedures to express a modern, hu- 
mane attitude toward the care and treat- 
ment of the mentally ill. Another new law 
creates a division of mental health in the 
State Department of Public Health, author- 
izes the establishment of state-wide facilities 
for the treatment of the mentally ill and 
allows for the training of professional and 
technical personnel. 

Next November Georgians will vote on 
a constitutional amendment providing for 
scholarships to qualified students in psy- 
chiatry, clinical psychology, psychiatric 
nursing, psychiatric social work, occupa- 
tional and recreational therapy. 


A marked increase in state and community 
mental health services over the country as 
a result of laws passed by state legislatures 
in 1957 was reported recently by Dr. Robert 
H. Felix, director of the National Institute 
of Mental Health. 

Dr. Felix said the new laws would stimu- 
late community mental health programs 
and improve conditions for the mentally 
ill. 

California, Minnesota, New Jersey and 
Vermont passed laws providing grants-in- 
aid to localities for community mental 
health services such as mental health clinics, 
services for emotionally disturbed and men- 
tally retarded children, rehabilitative and 
after-care programs, alcoholism control pro- 
grams, and public education on mental 
health. 

These laws resemble the first legislation 
of this kind which was passed in New York 
in 1954 and which provided that the state 
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would pay half the cost of new or expanded 
community mental health programs. Con- 
necticut, Pennsylvania, Indiana, Tennessee 
and Florida passed similar mental health 
legislation in 1955 and 1956. 

Laws authorizing counties to levy taxes 
or appropriate funds to support local mem- 
tal health centers or clinics were passed last 
year by Iowa, Kansas and South Dakota. 
California, Colorado, Kansas, Minnesota, 
Montana, North Dakota and Texas also 
took steps to modernize their laws on the 
commitment, detention and care, and treat- 
ment of the mentally ill. 

Connecticut, Maine, Minnesota, New 
Hampshire, Oregon, Rhode Island and 
West Viriginia ratified the Interstate Com- 
pact on Mental Health. This. agreement, 
issued in 1955, makes the patient’s welfare 
the cardinal consideration in deciding 
whether he shall be kept in one state or 
sent to another. Other states participating 
in the compact are Massachusetts, New 
Jersey and New York. 

Legislatures showed continued high in- 
terest in mental retardation. Arkansas, 
Nebraska and Texas authorized the con- 
struction of new institutions for the care 
and treatment of the mentally retarded. 
Idaho and Minnesota made it mandatory 
for local school districts to provide instruc- 
tion for handicapped children. A diag- 
nostic and training center for the mentally 
retarded will be established in the state of 
Washington, and New York is developing 
plans for a state research institute on men- 
tal retardation. 

Several states took action to develop resi- 
dent treatment for emotionally disturbed 
children. In Washington a resident treat- 
ment center for emotionally disturbed chil- 
dren is being established at Western State 
Hospital where research as well as treat- 
ment will be carried on. Minnesota 
authorized a resident treatment center for 








emotionally disturbed children. In Cali- 
fornia the Youth Authority is initiating a 
special program of intensive treatment in 
two institutions for juvenile delinquents. 

Some of the states took action to expand 
research and training activities. Texas is 
planning to set up a new community hos- 
pital near the Texas Medical Center in 
Houston for training and research in men- 
tal illness. Iowa instituted a Mental Health 
Research Fund. North Dakota directed the 
University of North Dakota Medical Center 
to encourage the training of psychiatric per- 
sonnel for staffing mental health agencies 
and provided stipends for trainees. 


HIGH COST OF 
MENTAL ILLNESS 


Since World War II, California has spent 
$200,000,000 rebuilding most of its mental 
hospitals. 

More than $100,000,000 of the state 
budget goes toward caring for the mentally 
ill. 

These figures on the high cost of mental 
illness were included in a recent 4-part 
series of articles by Joseph J. Lipper of the 
Associated Press. 

He said California’s Short-Doyle act, 
which went into effect last fall, is proving a 
real shot-in-the-arm to the clinic movement. 
It mandates the state to pay half of the cost 
of local mental health services designed to 
prevent or combat mental illness. 

San Francisco, Contra Costa County, Los 
Angeles (city and county), Long Beach and 
San Luis Obispo took steps at once to ex- 
pand facilities they already had. San 
Diego, Santa Barbara, Marin, Placer, San 
Bernardino, Kern, Alameda and San 
Joaquin counties are establishing local men- 
tal health services for the first time, as is the 
city of San Jose. 
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The new community mental health serv- 
ices act will provide for 5 basic types of 
help: 


© Out-patient services in psychiatric clinics. 


¢ Up to 90 days of in-patient psychiatric 
services in general hospitals. 


¢ Rehabilitation services for psychiatric pa- 
tients in clinics, general hospitals or special 
centers. 


e Informational and educational services to 
the public and to the professions and 
agencies concerned with mental health. 


e Mental health consultation services for 
the staffs of schools and health, welfare and 
probation departments to help them deal 
more effectively with their students’ or 
clients’ mental health problems before they 
become so severe as to require psychiatric 
treatment. 

When the Short-Doyle act went into 
effect there were about 54 community 
clinics in California. The mental hygiene 
department figures that within a year the 
number and capacity will double. 

The new legislation also promotes the 
idea that general hospitals should admit 
mental patients, a measure vigorously en- 
dorsed by the California Medical Associa- 
tion. 


WORLD MENTAL HEALTH 


The World Federation for Mental Health 
has designated 1960 as the first World Men- 
tal Health Year. 

The 18-month observance, to start Janu- 
ary 1, 1960, will culminate in the 5th In- 
ternational Congress on Mental Health in 
Paris in August 1961. 

Preparations for the World Mental Health 
Year are already under way under the aegis 
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of an international committee composed of 
Dr. Frank Fremont-Smith of the U. &., 
chairman, and Dr. John R. Rees of Eng- 
land, Dr. Brock Chisholm of Canada and 
Dr. Paul Sivadon of France. 

The 32 U. S. organizations which are 
members of the World Federation for Men- 
tal Health will set up a steering committee 
to guide the U. S. share in the world-wide 
undertaking. 

In addition to their common objectives 
for the year, different countries will pursue 
special projects of their own choosing, in 
the main designed to reveal the status and 
needs of mental health and to develop new 
resources. 


APPOINTMENTS 


Richard P. Swigart, executive director, has 
announced the appointment of Morris 
Klapper as assistant executive director in 
charge of program for the National Asso- 
ciation for Mental Health. Mr. Klapper 
will also be responsible for certain phases 
of field operations. 

He is a graduate of the University of Ore- 
gon and has a master’s degree from the 
New York School of Social Work with a 
major in psychiatric social work. For the 
last 13 years he has been involved in various 
phases of social work administration, com- 
munity organization and program. 

For several years he was assistant director 
of the Altro Health and Rehabilitation 
Services in New York City; resident execu- 
tive director of Blythedale, residential 
orthopedic rehabilitation center for chil- 
dren, and most recently executive director 
of United Cerebral Palsy of New York City. 
He has worked closely with New York City’s 
departments of welfare, health, education, 
hospitals and mental hygiene, and is the 
author or co-author of several articles on re- 
habilitation. 
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Mr. Klapper began his duties with 
NAMH on March I. 


Dr. Daniel Blain’s resignation as medical 
director of the American Psychiatric Asso- 
ciation, effective next September 1, has been 
announced by Dr. Harry C. Solomon, APA 
president. 

Dr. Blain will continue to direct special 
projects for APA. He has been medical di- 
rector since 1948. 

In resigning, Dr. Blain said he wished to 
devote his entire attention to selected prob- 
lems that are major stumbling blocks to 
further progress in conquering mental ill- 
ness. He cited the shortage of psychiatrists 
to staff mental hospitals and other commu- 
nity services as the greatest single impedi- 
ment. 

No successor to Dr. Blain has been named. 
A committee of the APA council is search- 
ing for a qualified person. 


A 6-member panel of non-government ex- 
perts is providing consultation to the Na- 
tional Institute of Mental Health on the 
mental health research program conducted 
in federal laboratories and other facilities 
at Bethesda, Md. and at field stations. 

The membership of the new panel, 
known as the NIMH board of scientific 
counselors, is apportioned selectively be- 
tween clinical and fundamental science cat- 
egories to maintain balanced perspective. 
Individually the board members are out- 
standing in the professional and scientific 
specialties that are represented in the Insti- 
tute’s research activities. 

In addition to reviewing the Institute’s 
scientific activities, the counselors will pro- 
vide the NIMH director with objective 
viewpoints and guidelines on the long-range 
perspective of intramural research. 





The members are Dr. Horace W. Ma- 
goun, professor of anatomy at the Univer- 
sity of California School of Medicine; Dr. 
John Benjamin, Child Research Council, 
University of Colorado School of Medicine; 
Dr. Stanley Cobb, Bullard professor emer- 
itus of neuropathology at the Harvard Uni- 
versity School of Medicine; Dr. Jordi Folch- 
Pi, director of scientific research at McLean 
Hospital, Waverly, Mass.; Dr. Robert F. 
Bales, associate professor of social relations 
at Harvard, and Dr. Neal E. Miller, Angell 
professor of psychology at the Yale Institute 
of Human Relations. 


MEETINGS 


Content and methods in mental education 
will be the subject of a national conference 
to be co-sponsored by the National Associa- 
tion for Mental Health, Pennsylvania Men- 
tal Health, Inc. and the American Psychi- 
atric Association. It will be held next fall. 

The assembly is conceived as a necessary 
first step toward meeting the need for a 
comprehensive and realistic appraisal of the 
educational aspects of the mental health 
movement. It will bring together for in- 
tensive deliberations the best minds in the 
various areas impinging on this field. 

Serving on the steering committee are Dr. 
John Perry Horlacher, chairman of the pro- 
gram evaluation project of PMH; Donald 
A. Crawford, PMH treasurer; Robert L. 
Robinson, APA public information di- 
rector; Michael Amrine, public information 
director of the American Psychological As- 
sociation, and Edward Linzer, NAMH edu- 
cation director. 

The committee is now nominating possi- 
ble participants in the conference from the 
fields of education, psychiatry, psychology, 
social work, sociology, public opinion re- 
search, theology, public health, anthropol- 
ogy and mass communications. 
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The importance of mental health in all 
programs for young people was under- 
scored in recent preliminary discussions on 
a theme for the 1960 White House Con- 
ference on Children and Youth. The dis- 
cussions were sponsored by the U. S. Chil- 
dren’s Bureau. 

White House Conferences on Children 
and Youth are held every 10 years at the 
call of the President. The 1950 conference, 
attended by more than 5,000, had as its 
theme, “A Healthy Personality for Every 
Child.” 


Five national organizations will sponsor a 
working conference on volunteer services 
for psychiatric patients June 12-17 in Chi- 
cago. They are the National Association 
for Mental Health, American Psychiatric 
Association, Veterans Administration, 
American Hospital Association and Ameri- 
can Red Cross. 

The conference will focus on the current 
status and purposes of volunteer programs, 
recruitment, training and screening of vol- 
unteers, administration of volunteer pro- 
grams and new opportunities for volunteers, 
particularly in the rehabilitation of mental 
patients. Committees are preparing de- 
tailed working papers as a basis for discus- 
sions of these topics. Following the meet- 
ing, the APA will publish a comprehensive 
report. 

A steering committee composed of two 
representatives from each sponsoring organ- 
ization is planning the conference. They 
are Mrs. Marjorie H. Frank and Miss Mary 
Mackin, representing NAMH; Dr. Daniel 
Blain and Dr. Harvey J. Tompkins, APA; 
Dr. Leon L. Rackow and James H. Parke, 
VA; Mrs. Viola Pinanski and Mrs. George 
C. Capan, AHA, and Mrs. Abbott Mills and 
Miss Phoebe Steffey, ARC. 

They have drawn up the invitation list, 
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limited to 65 professional and volunteer 
workers outstandingly equipped by knowl- 
edge and experience to contribute to the 
discussions. 

The National Institute of Mental Health 
is subsidizing the project. 


The Family Service Association of America, 
pioneer national social agency, will sponsor 
a 3-day scientific and professional sympo- 
sium on family life in April 1959 in Wash- 
ington, D.C. Experts in the social sciences, 
mental health, demography, public assist- 
ance, education, industry, government, re- 
ligion and social welfare will take part. 
The meeting will cover such topics as 
whether the modern family is too self-cen- 
tered in its interests, trends in separation 
and divorce, to what extent families are 


gaining from new knowledge about health, 
whether social security and public assist- 
ance are adequate for poor families and 
whether the state of the national economy 
is harming everyday family life. 


PUBLICATIONS 


The National Association for Mental 
Health has published a new pamphlet 
called Clergyman’s Guide to Recognizing 
Serious Mental Illness. It was written by 
the Rev. Thomas W. Klink, supervising 
chaplain of Topeka State Hospital and is 
the fourth in a series for clergymen of all 
faiths. 

The interest of churchmen in the battle 
against mental illness has grown since the 
first of the series was published some years 
ago. It was The Clergy and Mental Health. 
Others were Ministering to Families of the 
Mentally Ill and Pastoral Help in Serious 
Mental Illness. 
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All three deal with the clergy’s responsi- 
bility toward the mentally ill. The fourth 
explains 10 different signs of serious mental 
illness and illustrates each symptom with 
examples. The pamphlet stresses that diag- 
nosis is not the clergyman’s responsibility, 
but the doctor’s. The clergy, however, 
must know how to help the mentally ill per- 
son find care and treatment. 

The series of pamphlets has had wide 
acclaim by clergymen of various faiths. Of 
Pastoral Help in Serious Mental Illness, 
third in the series, the Rev. Henry H. Wies- 
bauer, Protestant chaplain at the State Hos- 
pital of Westborough, Mass., reports: “The 
Unitarian Association of this New England 
area found it the most practical material 
they’d come across, from the point of view 
of the parish clergymen.” 

The Rev. William C. Bier, associate pro- 
fessor of psychology at Fordham University, 
says: “The Catholic priest, not less than 
other clergymen, will be helped by sug- 
gestions contained in this simply-written, 
non-technical pamphlet, because serious 
mental illness is a common problem which 
knows no distinction of creed or color.” 

Copies of the fourth pamphlet, like the 
others, are available from NAMH, 10 Co- 
lumbus Circle, New York 19, for 10¢ each. 


* * * 


The National Health Council has pub- 
lished the proceedings of its 1957 forum in 
a 128-page booklet called Steps for Today 
towards Better Mental Health. It contains 
major addresses by Dr. Francis J. Braceland, 
Harold D. Lasswell, Dr. Margaret Mead, 
Gov. G. Mennen Williams, Dr. David B. 
Allman, Dr. Jack R. Ewalt and Dr. Winfred 
Overholser, among others. It also digests 
15 discussions on helping people to meet 
crises, promoting mental health, and com- 
munity action for mental health. 





The book ranges in scope from an anal- 
ysis of the impact of mental illness and the 
mental health movement on civilization to 
such specifics as in-service training programs 
and community studies. From it the reader 
gains a broad view of the movement, an 
understanding of its various aspects and 
many “pointers to action.” 

Copies are available from the National 
Health Council, 1790 Broadway, New 
York 19, for $1.50 each. 


What is mental illness? How is it treated? 
Where? By whom? What are the chances 
of recovery? 

These and other questions are answered 
in a new 32-page booklet, Basic Facts About 
Mental Illness, by Harry Milt, public in- 
formation director of the National Associa- 
tion for Mental Health. 

Dr. George S. Stevenson, NAMH medical 
consultant, notes in a foreword that “this 
booklet brings together in a single publica- 
tion a comprehensive fund of basic informa- 
tion about mental illness, and in such a 
manner as to maintain readability and sci- 
tific soundness.” 

The booklet describes the symptoms of 
many of the more common types of mental 
illness. The intent of the pamphlet is not 
to make lay psychiatrists or amateur diag- 
nosticians of its readers but to enable them 
to recognize symptoms which may suggest 
referral of the individual to qualified medi- 
cal sources for help. Among the treatment 
methods reviewed are individual psycho- 
therapy, group therapy, psychoanalysis, 
drug therapy, shock therapy and psycho- 
surgery. 

The booklet contains much information 
of value to all professional workers and 
laymen in fields related to mental health; 
to volunteers in mental health associations; 
to editors, reporters and writers; and to 
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trade union counselors, police and proba- 
tion officers. 

Basic Facts About Mental Illness is avail- 
able for 50¢ a copy from NAMH. 


More than 63,000 new employees are needed 
to bring public mental hospitals up to the 
minimum standards for adequate care and 
treatment of the mentaily ill. 

This is the situation reported in Fact 
Sheet No. 4, published last December by 
the Joint Information Service co-sponsored 
by the National Association for Mental 
Health and the American Psychiatric Asso- 
ciation. 

The hospitals lack 80% of the nurses 
needed, almost 64% of the social workers, 
55% of the doctors, 35% of the psycholo- 
gists and 24% of the attendants. 

The report does not lay all the blame on 
lack of funds. It notes that shortages in a 
particular category may be caused by a na- 
tion-wide shortage, by a local shortage or 
by employment practices that deter job- 
hunters. 

The report is based on an exhaustive 
study made by the Joint Information Serv- 
ice and reported in a monograph titled 
Thirteen Indices: An Aid in Reviewing 
State Mental Health and Hospital Pro- 
grams. The monograph contains 13 tables 
and 48 charts showing how the states stand 
in relation to one another as to patients per 
1,000 population, adequacy of staffs, daily 
maintenance expenditures per patient, 
number of psychiatrists per 100,000 popu- 
lation, professional man-hours in outpatient 
clinics, yearly per capita expenditures for 
mental hospitals, maintenance expenditure 
as percentage of total state expenditure and 
personal income, per capita total state gen- 
eral expenditure, per capita total state gen- 
eral revenue and per capita personal in- 
come. 
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Twelve of the 13 tables are based on 1956 
data. There are individual charts for each 
state. 

Copies of Thirteen Indices are available 
from NAMH for $1 each. 


Typical personality types found in every 
office and factory are described in a new 
112-page illustrated handbook for super- 
visors, Human Understanding in Industry. 
It was written by Dr. William C. Menninger 
and Dr. Harry Levinson, both of the Men- 
ninger Foundation, to help supervisors un- 
derstand how the human personality func- 
tions. 


A separate leader’s guide makes practical 
suggestions for a series of meetings. 

Both handbook and guide are available 
from NAMH, 10 Columbus Circle, New 
York 19. The handbook is $2.25, the guide 


50¢. 
Another new pamphlet to help super- 


visors understand their employees’ emo- 
tional upsets is Emotional First Aid on the 
Job. It was written by Dr. Levinson and 
is reprinted from the Menninger Quarterly. 
Copies are available for 10¢ each from 
NAMH. 


The National Association for Mental 
Health has published a revision of one of 
the classics in the field of mental health ed- 
ucation. It is Do Cows Have Neuroses? 

The booklet, long a favorite with the 
general public, tells how normal, neurotic 
and psychotic behavior differ. The con- 
cluding section suggests ways for a troubled 
person to find help. The booklet’s readable 
text and amusing illustrations make it 
widely useful to schools and organizations 
of all kinds. 

Copies are available for 25¢ each from 
NAMH, with special prices for quantity 
lots. 
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